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This  man 


s lie  can  no 


A New 

Dosage  Form: 


tablets  500  mg 

Mintea>r 

[THIABENDAZOLE  I MSD) 


50  easy  to  take 
everyone  in  the  family 
N\W  keep  to  the 
'egimen  you  prescribe 


iclude:  fever,  facial  flush,  chills,  conjunctival  injection, 
ngioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
ncluding  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
iupplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
n boxes  of  36,  strip  packaged,  individually  foil  wrapped; 
iuspension,  containing  500  mg  thiabendazole  per  5 cc,  in 
lottles  of  120  cc. 


MINTEZOL®  (Thiabendazole,  MSD)  has  demonstrated 
effectiveness  against  a broad  spectrum  of  nematode 
infestations,  whether  encountered  singly  or  in  combination. 
Dosages  are  weight  related;  therefore,  a weight-dose  chart 
is  included  in  the  Direction  Circular  for  your  convenience 
when  writing  a prescription.  MINTEZOL  should  be  given  after 
meals  if  possible. 


INDICATIONS 

DOSAGE 
(1st  Day) 

ADDITIONAL 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  of 
1 tablet/50  lb 

Repeat 
7 days  later 

This  regimen  is 
designed  to  reduce 
the  risk  of 

reinfection.  However, 
if  not  practical, 
repeat  the  regimen 
the  next  day. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  of 
1 tablet/50  lb 

Repeat  the 
next  day 

Alternatively,  a single 
dose  of  2 tablets/50  lb 
may  be  given.  However, 
a higher  incidence  of 
side  effects  should  be 
expected. 

Creeping 

eruption 

Two  doses  of 
1 tablet/50  lb 

Repeat  the 
next  day 

If  active  lesions  are 
still  present  2 days 
after  completing 
this  regimen,  a 
second  course  is 
recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive 
phase  of 
the  disease 

Two  doses  of 
1 tablet/50  lb 

Repeat  for 
2 to  4 
successive 
days 

The  optimal  dosage 
for  the  treatment 
of  trichinosis 
has  not  been 
established. 

The  recommended  maximal  daily  dosage  is  3 g (6  tablets). 

*Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


■or  more  detailed  information,  consult  your  MSD  representa- 
ive  or  see  the  Direction  Circular.  Merck  Sharp  & Dohme, 
livision  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486 
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Early  diagnosis  and  effective  management 
is  stressed  in  this  condition  affecting 
200  infants  in  Georgia  each  year. 


The  Recognition  and  Management  of 
Congestive  Heart  Failure  in  Infancy 

JOHN  STEWART,  M.D.  and  WILLIAM  B.  STRONG,  M.D.,  F.A.A.P.,  F.A.C.C.,  Augusta 


Is  CONGESTIVE  HEART  FAILURE  (CHF)  in  infancy 
common  enough  for  the  family  practitioner  or  pedia- 
trician to  familiarize  himself  with  its  recognition  and 
management?  We  believe  this  question  should  be  an- 
swered with  an  emphatic  YES!  The  incidence  of 
congenital  heart  disease  is  approximately  1 per  cent 
of  live  births  in  the  United  States — about  20  per 
cent  of  these  patients  will  experience  congestive 
heart  failure  during  infancy.  Therefore,  approxi- 
mately 6,000  to  8,000  infants  each  year  will  develop 
heart  failure.* 

Two  decades  ago,  the  treatment  of  an  infant  with 
congestive  heart  failure  due  to  a congenital  heart 
malformation  had  little  more  to  offer  than  prolong- 
ing a progressively  fatal  course.  Today,  almost  all  of 
the  common  forms  of  congenital  heart  disease  are 
amenable  to  surgical  correction  or  palliation.  This 
means  that  early  recognition  and  vigorous  medical 
management  offers  the  patient  not  just  a few  hours 
or  days,  but  possibly  a full,  healthy  productive  life. 

The  purpose  of  this  paper  is  to  review  the  diagno- 
sis and  management  of  congestive  heart  failure  in 
the  first  year  of  life.  The  older  child  with  congestive 
heart  failure,  especially  as  related  to  acute  or  chron- 
ic rheumatic  heart  disease  will  not  be  discussed. 

Definition 

Congestive  heart  failure  can  be  defined  as  the 
condition  in  which  the  heart  is  unable  to  pump 
enough  blood  to  meet  the  body’s  requirement.  Thus, 
the  right  ventricle  fails  when  it  cannot  pump  all  of 
the  blood  it  receives  to  the  lungs;  this  results  in  an 

* In  Georgia,  approximately  200  infants  each  year  will  develop 
congestive  heart  failure.  This  figure  based  on  Georgia  birth  rate  X in- 
cidence X 20%. 


increase  in  systemic  venous  pressure,  and  peripheral 
edema.  The  left  ventricle  fails  when  it  cannot  pump 
all  of  the  blood  it  receives  to  the  systemic  circula- 
tion causing  an  increase  in  pulmonary  venous  pres- 
sure and  consequent  pulmonary  edema. 

The  leading  cause  of  congestive  heart  failure  in 
infancy  is  congenital  heart  disease.  Other  less  fre- 
quent causes  are  paroxysmal  supraventricular  tachy- 
cardia, myocarditis,  and  endocardial  fibroelastosis. 
The  most  frequent  congenital  heart  lesions  causing 
CHF  in  infancy  are:  transposition  of  the  great  ar- 
teries, hypoplastic  left  ventricle  complex,  coarctation 
of  the  aorta,  ventricular  septal  defect,  and  patent 
ductus  arteriosus. 

Diagnosis 

The  signs  and  symptoms  of  heart  failure  in  infan- 
cy are  less  specific  than  those  observed  in  older 
children  and  adults. 

The  history  may  provide  valuable  clues  suggesting 
early  heart  failure.  The  mother  may  relate  that  the 
child  tires  easily  during  feeding;  she  may  relate  that 
the  baby  is  only  able  to  take  one  or  two  ounces  of 
formula  before  fatiguing.  Since  an  infant’s  most  sig- 
nificant physical  activity  is  eating,  this  symptom  is 
comparable  to  easy  fatiguability  in  the  adult.  Rapid 
breathing  may  also  be  described  not  only  during 
feeding  but  also  during  sleep.  These  signs  are  similar 
to  dyspnea  on  exertion  and  orthopnea  seen  in  the 
older  patient.  A sign  peculiar  to  pediatric  patients, 
especially  infants,  is  excessive  sweating  especially 
about  the  scalp,  even  in  a cool  environment.  This  is 
usually  most  marked  during  feedings,  but  it  may  be 
continuous,  its  etiology  is  unknown.  Anorexia,  vomit- 
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ing  and  restlessness  are  other  nonspecific  signs  of 
congestive  heart  failure,  the  first  two  probably 
caused  by  splanchnic  congestion. 

On  examination,  tachypnea  is  a sign  often  seen  in 
infants  with  lesions  associated  with  high  pulmonary 
blood  flow,  even  though  they  may  not  be  in  heart 
failure.  Tachypnea,  however,  may  be  the  first  pre- 
senting sign  in  left  ventricular  failure.  It  may  be 
present  by  itself  or  be  associated  with  some  degree 
of  respiratory  distress  such  as  grunting  respirations 
or  retractions.  Wheezing  is  a relatively  frequent  find- 
ing in  CHF  in  infancy,  and  it  is  probably  secondary 
to  peribronchial  edema  which  reduces  the  diameter 
of  the  small  bronchi  significantly  and  causes  expira- 
tory obstruction  and  hence  the  wheeze.  The  lungs 
are  quite  “stiff”  because  of  congestion  and  the 
diaphragms  become  depressed.  This  produces  an  in- 
teresting sign  which  may  be  described  as  an  in- 
spiratory indrawing  of  the  thorax  at  the  level  of  the 
ninth  rib  and  a flaring  of  the  ribs  below  this  level. 
This  produces  a sharp  line  of  demarcation  known  as 
the  “violin”  sign. 

Tachycardia  (a  heart  rate  of  140-180  per  minute) 
is  common  in  CHF  during  the  first  months  of  life, 
rarely  exceeding  200  per  minute.  In  paroxysmal 
atrial  tachycardia,  the  rate  generally  is  in  excess  of 
240  per  minute. 

Other  than  a gallop  cadence  arising  from  the  de- 
compensated ventricle,  there  are  no  specific  auscula- 
tory  findings  associated  with  heart  failure.  The  mur- 
murs and  sounds  associated  with  the  specific  under- 
lying malformation  may  or  may  not  be  heard  and 
occasionally  they  are  not  apparent  until  the  infant’s 
hemodynamics  are  compensated  with  adequate  treat- 
ment. 

Edema  associated  with  CHF  in  infancy  is  not  as 
apparent  as  that  seen  in  the  older  child  and  adults. 
Its  distribution  is  also  different.  Pedal  edema  and 
ascites  are  rarely  found  in  infants  whereas  periorbital 
and  frontal  edema  is  frequently  observed.  This  is 
accounted  for  by  the  fact  that  infants  spend  the 
majority  of  their  time  sleeping  on  their  abdomen 
and,  hence,  the  face  is  the  dependent  area  for  fluid 
accumulation. 

Because  of  the  short  thick  neck  of  the  infant, 
evaluation  of  increased  systemic  venous  pressure  by 
examination  of  the  neck  veins  is  of  little  or  no 
value.  Peripheral  veins  which  are  more  easily  eval- 
uated such  as  the  scalp  veins  may  be  used  to  detect 
increased  systemic  venous  pressure;  however,  in  the 
infant,  increased  systemic  venous  pressure  is  best 
evaluated  by  examining  the  liver. 

Hepatic  enlargement  is  very  common  in  right 
ventricular  failure.  The  liver  is  not  only  found  to  be 


extended  well  below  the  costal  margin,  but  more 
importantly,  the  left  lobe  of  the  liver  is  also  palpable. 
This  last  point  will  be  helpful  in  differentiating  be- 
tween right  sided  failure  and  pulmonary  conditions 
producing  air-trapping  and  depressed  diaphragms 
such  as  bronchiolitis  or  asthma.  With  hepatic  en- 
largement, there  is  concomitant  increases  in  portal 
and  mesenteric  venous  pressures  resulting  in  spleno- 
megaly and  edema  of  the  intestine.  This  latter  fact 
probably  accounts  for  the  high  incidence  of  associ- 
ated feeding  problems,  especially  vomiting. 

Treatment 

The  treatment  of  heart  failure  in  infancy,  as  in 
adults,  has  two  major  objectives:  decrease  the  work 
load  of  the  failing  ventricle  and  provide  exogenous 
support  for  the  failing  myocardium.  The  first  ob- 
jective can  be  partially  achieved  with  rest  in  the  older 
infant,  decreasing  the  tissue  requirements  for  oxygen. 
Digitalis,  diuretics,  oxygen,  and  other  palliative 
measures  are  the  exogenous  supports. 

We  subscribe  to  the  following  method  of  manage- 
ment of  the  infant  with  congestive  heart  failure. 

Oxygen:  Oxygen  therapy  in  the  initial  period  helps 
lessen  the  labored  respirations.  It  should  be  humidi- 
fied to  prevent  the  drying  effect  of  oxygen.  An  oxygen 
concentration  of  30-40  per  cent  in  the  incubator 
(4-5  L/min.)  or  a tent  (8-10  L/min.)  is  generally 
sufficient. 

Rest  and  Feeding:  Allowing  the  infant  to  rest  in 
an  infant  seat  at  45  degrees  is  helpful.  In  the  infant 
who  is  dyspneic,  feeding  should  be  discontinued  un- 
til digitalization  has  been  completed.  Fluids  given  at 
60  cc/kg.  may  be  used  until  feeding  is  resumed.  The 
rationale  for  this  is  to  prevent  aspiration  and  allow 
for  more  rest.  The  infant  who  screams  to  be  fed 
usually  can  be  readily  pacified  with  a nipple  mois- 
tened with  sugar  water.  Infant  formulas  are  relative- 
ly low  in  salt  content  (usually  11  mEq/L).  If  exces- 
sive fluid  accumulation  proves  to  be  troublesome,  a 
low  salt  infant  milk  such  as  Similac  PM  60/40  or 
SMA  26  can  be  used. 

Digitalis:  There  are  several  forms  of  digitalis  avail- 
able, all  of  which  have  essentially  the  same  mecha- 
nisms of  action  and  differ  mainly  in  the  rapidity  of 
onset  and  duration  of  action.  The  preparation  most 
convenient  to  the  physician  taking  care  of  children  is 
digoxin.  This  drug  has  the  benefit  of  being  available 
in  oral  and  parenteral  preparations  as  well  as  having 
rapid  onset  of  action,  ease  of  administration  and 
rapid  excretion.  We  recommend  that  all  infants  be 
initially  digitalized  parenterally.  When  congestive 
heart  failure  is  extremely  severe,  digitalis  should  be 
given  intravenously  (IV),  since  absorption  from  in- 
tramuscular (IM)  sites  may  be  delayed  secondary  to 
poor  circulation.  In  moderate  and  mild  congestive 
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heart  failure,  IM  digoxin  is  effective.  Therefore,  only 
one  preparation  need  to  be  known.  A digitalizing 
schedule  that  has  been  found  to  be  effective  is  as  fol- 
lows: one-half  the  digitalizing  dose  given  immediate- 
ly, followed  by  one-fourth  in  six  hours.  After  a 
rhythm  strip  has  been  obtained  to  insure  the  absence 
of  digitalis  toxicity,  the  final  one-fourth  may  be  given 
six  hours  later.  If  necessary,  IV  digoxin  may  be  given 
much  more  rapidly  since  its  peak  action  occurs  in 
1-2  hours.  Because  of  reported  poor  and  irregular 
intestinal  absorption,  we  do  not  recommend  oral 
digitalization.  Table  I presents  an  effective  digoxin 
dose  schedule. 


TABLE  I 

DIGITALIZATION  WITH  DIGOXIN 


Oral  Parenteral 

Total  Dose  Intramuscular  or 


Age  (mg/kg)  Intravenous 


Newborn  0.04 

1 mo.-2  yrs 0.08  Reduce  by  to  % of 

2 yrs.  plus  0.04  the  total  oral  dose 


Twelve  hours  following  the  completion  of  digitali- 
zation, maintenance  digoxin  should  be  instituted. 
Daily  maintenance  doses  are  of  the  total  digi- 
talizing dose  and  are  usually  administered  in  two 
equally  divided  doses  12  hours  apart. 


Patients  should  be  evaluated  for  signs  of  digitalis 
toxicity  before  each  dose  of  the  digoxin  is  admin- 
istered. During  initial  digitalization,  this  should  be 
done  electrocardiographically.  Signs  of  digitalis 
toxicity  seen  in  infants  are  significant  prolongation 
of  the  PR  interval  (greater  than  0.16  seconds,  or  a 
prolongation  greater  than  0.04  compared  to  the  pre- 
digitalis PR  interval),  and  premature  ventricular  con- 
tractions. Any  arrhythmia  that  begins  during  digitalis 
therapy  should  be  considered  due  to  the  digitalis. 
Nausea  and  vomiting  are  rarely  due  to  digoxin  tox- 
icity in  the  infant,  and  in  general,  they  are  indicative 
of  inadequate  digitalis  levels. 

Diuretics:  Digitalis  and  rest  may  be  all  that  is  re- 
quired to  eliminate  excessive  fluid  in  the  milder  forms 
of  failure.  However,  many  infants  will  require  a 
diuretic.  The  need  for  diuretics  is  best  estimated 


clinically  using  daily  weights  since  urinary  output 
values  in  infants  are  notoriously  inaccurate.  Two 
diuretics  known  to  be  very  effective  in  infants  with 
CHF  are  the  mercurial  diuretics  and  ethacrynic  acid. 
In  infants,  a dose  of  0.2  cc.  of  mercuhydrin  (IM) 
has  been  found  to  be  very  effective.  The  dose  of 
ethacrynic  acid  is  1 mg.  per  kg.  IV.  In  the  majority 
of  cases  once  adequately  compensated  with  digitalis, 
infants  can  maintain  adequate  fluid  balance  without 
the  use  of  diuretics. 

Morphine:  In  cases  in  which  restlessness  is  a major 
problem,  morphine  given  IM  in  a dose  of  0.1  mg/kg 
may  prove  to  be  very  helpful. 

Special  studies  are  indicated  in  all  infants  with 
CHF  and  undiagnosed  malformations.  Once  the  in- 
fant has  been  stabilized,  or  earlier  if  necessary,  the 
infant  should  be  transported  to  a center  where  spe- 
cial studies  can  be  performed  to  determine  not  only 
the  anatomical  lesion  but  also  to  differentiate  those 
lesions  requiring  immediate  surgical  intervention 
from  those  that  can  be  best  managed  medically  in 
infancy.  Cardiac  catheterization  can  also  be  a life- 
saving procedure  in  those  lesions  in  which  the  crea- 
tion or  enlargement  of  an  intra-atrial  communication 
is  required  (transposition  of  the  great  arteries)  to 
allow  adequate  shunting  of  blood  for  survival. 

In  conclusion,  we  can  say  that  approximately 
7,000  infants  born  in  the  United  States  each  year 
(200  in  Georgia)  develop  congestive  heart  failure. 
The  greatest  majority  of  these  have  CHF  during  the 
first  6 months  of  life.  Knowledge  of  how  this  condi- 
tion presents  in  infancy  as  compared  to  later  in  life 
is  essential  for  physicians  who  care  for  infants.  The 
prompt  recognition  and  institution  of  therapy  can 
account  for  a large  percentage  of  these  infants  reach- 
ing special  centers  where  emergency  procedures  can 
be  lifesaving. 

Medical  College  of  Georgia  30902 
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This  neiv  method  of  storing  sperm 
obviates  the  need  for  cumbersome 
anipnle  sealing  equipment. 

Using  Paillettes  to  Simplify  Freezing 
Sperm  for  Artificial  Insemination 

ARMAND  M.  KAROW,  JR.,  PH.D.*  and  EDWIN  C.  JUNGCK,  PH.D.,  M.D.,t  Augusta 


.^Vrtificial  insemination  with  frozen  semen  is  a 
proven  clinical  procedure.^’  More  than  500  peo- 
ple alive  today  were  conceived  with  frozen  semen; 
there  have  been  no  birth  defects  attributed  in  any 
way  to  this  semen. 

Freezing  of  semen  for  AIH  (artificial  insemina- 
tion, husband)  is  of  course  indicated  when  voluntary 
vasectomy  is  contemplated.  Closely  related  are  clin- 
ical procedures  such  as  surgery  or  radiation  which 
will  sterilize  the  husband  and  endanger  the  genetic 
resources  of  progeny.  Another  possible  indication 
is  a hazardous  occupation  such  as  military  combat 
or  handling  radioactive  material.  Recently  we  have 
frozen  semen  for  an  unmarried  patient  requiring  a 
prostectomy  but  who  did  not  wish  to  preclude  future 
fatherhood.  An  attractive  potential,  although  so  far 
largely  unsuccessful  in  producing  progeny,  is  to  store 
frozen  semen  from  oligospermic  patients,  then  later 
concentrating  the  thawed  sperm  by  centrifugation 
prior  to  AIH.  Frozen  semen  for  AID  (artificial  in- 
semination, donor)  can  permit  a convenient  and 
simple  means  of  supplying  semen  from  donors  who 
possess  desired  physical  or  mental  characteristics. 

The  use  of  frozen  semen  in  an  offiee  practice  has 
previously  been  complicated  by  the  requirement  of 
maintaining  a liquid  nitrogen  storage  facility  in  the 
clinic.  This  need  is  now  obviated  by  the  convenience 
of  modern  packing  and  transportation  so  that  frozen 
semen  can  be  shipped  to  a centralized  bank.  Also  in 
the  past  it  was  necessary  to  use  glass  ampules  as  se- 
men containers  for  freeze-storage.  These  ampules 
had  to  be  sealed  with  an  oxygen-acetylene  torch;  the 
bottles  of  gas  were  cumbersome  if  not  dangerous.  If 
the  glass  seal  was  not  perfect,  the  ampules  would  ex- 
plode upon  thawing.  An  automatic  sealing  appara- 
tus was  relatively  expensive.  All  these  problems  are 
alleviated  by  the  use  of  0.5  ml  plastic  paillettes 
(pronouncd;  pay-let)  as  shown  in  Figure  1. 

* Reprints  should  he  requested  of  Armand  M.  Karow.  Associate 
Professor  of  Pharmacology  and  Research  Assistant  Professor  of  Sur- 
gery, Medical  College  of  Georgia,  Augusta,  Georgia  30902. 

t Assistant  Professor,  Department  of  Endocrinology,  Medical  College 
of  Georgia,  Augusta,  Georgia  30902. 


FIGURE  1 


A paillette  filled  with  semen  prior  to  freezing.  The  techni- 
cian is  pressing  the  paillette  into  the  powdered  sealant. 

Methods 

Collected  semen  is  allowed  to  liquify.  The  cells 
are  counted  and  observed  for  motility  and  abnormal 
forms.  The  minimal  acceptable  count  is  20  million 
sperm  per  ml. 

In  order  for  the  sperm  to  survive  freezing,  glycerol 
must  be  added  to  the  semen.  The  semen  may  be 
either  diluted  with  an  equal  volume  of  egg  yolk 
diluent  (Table  1 ) as  done  by  S.  J.  Behrman,  M.D.^ 
in  Ann  Arbor  or  diluted  directly  with  a volume  of 
glycerol  equal  to  one-tenth  the  semen  volume  as 
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TABLE  I 

EGG  YOLK  DILUENT 


Solution  A:  Mix  2 parts  of  a 5%  glucose  solution 
and  3 parts  of  a 2.9%  solium  citrate  solution. 


Diluted: 

Egg  Yolk  20% 

Glycerol  14% 

Solution  A 66% 


Add  1,000  units  of  penicillin  per  ml  of  diluent  and 

0.5  mg  streptomycin  per  ml  of  diluent.  Warm  the 
diluent  to  56  °C  for  30  minutes,  cool,  and  adjust  pH 
to  7.3  with  sodium  bicarbonate.  It  is  best  to  keep 
the  diluent  no  longer  than  1 week. 


done  by  E.  T.  Tyler,  M.D.-  in  Los  Angeles.  We 
have  used  both  methods,  observing  a somewhat 
better  post-thaw  recovery  with  the  yolk  diluent.  With 
either  method,  the  addition  should  be  done  gradual- 
ly over  two  or  three  minutes  and  the  semen  should 
be  constantly  swirled  to  assure  adequate  mixing  and 
to  prevent  injury  from  osmotic  effects  of  glycerol. 

Semen  may  then  be  aspirated  into  plastic  paillettes 
as  shown  in  Figure  1.  The  paillettes  are  polyvinyl- 
chloride tubes,  plugged  at  one  end  with  cotton  and 
a moisture  sensitive  sealant.  The  paillette  is  filled 
with  semen  by  sucking  on  the  plugged  end  through 
an  attached  rubber  tube  such  as  those  used  with  a 
blood-diluting  pipette.  The  open  end  is  then  sealed 
simply  by  pressing  the  end  into  a small  amount  of 
sealant  powder. 

The  paillettes  are  then  placed  in  a refrigerator  at 
4°C  for  30  minute.  This  allows  the  semen  to  cool 
slowly,  preventing  thermal  shock.  During  this  period 
there  is  further  equilibration  of  sperm  with  glycerol. 

Freezing  is  accomplished  by  removing  the  pail- 
lettes from  the  refrigerator  and  suspending  them 
above  Dry  Ice-acetone  or  liquid  nitrogen  so  that  the 
semen  temperature  drops  1 or  2°C  in  liquid  nitro- 
gen, a temperature  at  which  sperm  remain  viable  for 
10  years  or  longer.  Once  in  liquid  nitrogen  the  se- 
men paillettes  are  easily  transported  between  clinics 
or  to  a central  bank. 

Insemination 

For  insemination  a paillette  is  thawed  by  dropping 
it  directly  from  liquid  nitrogen  into  a 40°C  water 


FIGURE  2 


The  assembly  of  the  paillette-semen  injector  device.  The 
paillette  and  plunger  seen  in  the  top  row  are  inserted  into 
the  plastic  barrel  (second  row)  of  the  injector  to  give  the 
complete  assembly  (bottom)  for  use  in  artificial  insemina- 
tion. This  assembly,  very  inexpensive,  is  discarded  after 
a single  use. 

bath.  The  sealed  end  is  elipped  off  with  scissors  and 
the  paillette  is  inserted  into  a disposable  injector 
(Figure  2).  The  semen  may  be  expelled  over  the 
cervical  os  or  directly  into  the  cervical  canal.  One 
paillette  contains  sufficient  semen  for  fertilization. 

Prior  to  insemination  it  is  of  course  advisable  to 
determine  whether  the  patient  is  at  the  time  of 
ovulation  and  whether  the  thawed  semen  quality  is 
good.  After  thawing,  50  per  cent  of  the  sperm 
should  be  motile;  some  teehnicians  have  reported  70 
per  cent  post-thaw  sperm  motility  under  earefully 
controlled  conditions.  Thawed  sperm  from  some  men 
may  appear  to  have  good  motility  yet  still  lack  fer- 
tilizing capacity.  The  reasons  for  this  are  unknown, 
perhaps  related  to  subtile  biological  differences  or  to 
unappreciated  variations  in  technique. 

Medical  College  of  Georgia 
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This  small  tumor  is  very  painful  to  deep 
palpation,  is  benign  and  is  best  treated 
by  complete  excision. 

Subungual  Glomus  Tumor: 

A Cause  of  Pain  Beneath  the  Finger  Nail 

WAYNE  CHRIS  SHEILS,  JAMES  L.  BECTON,  M.D.,  and 
JOE  D.  CHRISTIAN,  JR.,  M.D.,  Augusta 


Xt  IS  THE  PURPOSE  of  this  paper  to  alert  the  prac- 
ticing physician  to  the  glomus  tumor  as  being  one 
cause  of  exquisite  pain  beneath  the  finger  nail. 

The  first  good  description  of  what  is  regarded  as 
a glomus  tumor  was  made  in  the  Edinburgh  Medical 
Journal  by  William  Wood,  who  described  a small, 
benign,  bluish,  “painful  subcutaneous  tubercle.”  This 
was  followed  in  1878  by  Lolaczek’s  description  of  a 
painful  subungual  subcutaneous  tubercle.  In  the  lat- 
ter part  of  the  1 9th  century  the  tumor  was  classified 
as  an  angiosarcoma.  In  1920,  Barre,  a French  neurolo- 
gist, described  a bluish  subungual  tumor  associated 
with  severe  paroxysms  of  pain  radiating  to  the  neck 
and  at  times  coupled  with  a Horner’s  syndrome.  In 
1924,  Pierre  Masson,  a pathologist,  gave  the  first  ac- 
curate histologic  description  of  the  tumor,  recogniz- 
ing that  it  originated  from  the  normal  neuromyo- 
arterial  glomus.  Masson  later  reported  the  tumor  ap- 
pearing in  parts  of  the  body  other  than  the  hand. 

Case  Report 

Mrs.  S.,  a 28-year-old  white  female,  noticed  a 
tender  place  in  the  distal  end  of  her  left  thumb  ap- 
proximately 8 years  prior  to  hospitalization.  There 
was  no  history  of  trauma.  Since  that  time  the  pain 
became  progressively  more  intense,  with  the  area  of 
involvement  becoming  exquisitely  tender  to  palpa- 
tion. A red  dot  was  noted  on  the  lateral  aspect 
under  the  nail  of  the  left  thumb  over  which  the  pa- 
tient was  sensitive.  The  margin  of  the  nail  itself  was 
irregular  with  some  ridging  and  retraction.  Skin 
temperature,  sweat  pattern,  and  x-rays  were  normal. 

Under  block  anesthesia,  an  incision  was  made  at 
the  nail  base.  The  lateral  half  of  the  nail  was  excised 
and  a 2 mm.  by  3 mm.  light  pink  mass  was  removed 
with  a margin  of  normal  tissue  and  the  underlying 
bone  was  curetted.  The  wound  was  closed.  Micro- 
scopically the  lesion  was  very  vascular  and  composed 
of  well-demarcated  plexiform  masses  of  epithelial 


cells  separated  by  islands  of  connective  tissue.  Eight 
months  postoperatively  the  patient  was  asymptomat- 
ic. 

Clinical  Aspect§ 

The  presence  of  a painful,  bluish  tubercle,  3 to  5 
mm.  in  diameter  should  alert  the  physician  to  the 
diagnosis  of  glomus  tumor.  Horner’s  syndrome  with 
increased  heat  and  sweating  of  the  finger  may  be 
present  or  pain  may  occasionally  be  present  before 
the  tumor  is  visible  and  cold  may  trigger  it.  The 
bluish  tinge  of  the  tumor  is  seen  frequently  under 
the  translucent  nail  and  transillumination  of  the 
phalanx  can  aid  in  demonstrating  a small  mass. 

A subungual  glomus  tumor  may  cause  pressure 
atrophy  secondary  to  the  pulsations  of  the  tumor  in 
a manner  similar  to  pressure  atrophy  seen  in  verte- 
bral bodies  involved  in  an  aortic  aneurysm.  A small, 
crater-like  depression  of  the  distal  phalanx  which  is 
usually  smooth  and  sharply  defined  may  be  present 
radiologically. 

The  multiple  findings  above  are  not  found  in  all 
patients.  Shugart  and  associates  were  able  to  detect 
bluish  discoloration  under  the  nail  in  11  of  20  pa- 
tients, nail  ridging  in  three  of  20  patients,  and  there 
were  positive  radiologic  findings  in  three  of  14  pa- 
tients. All  patients  complained  of  pain.  The  pain  was 
so  severe  in  some  that  they  refused  to  allow  palpa- 
tion. 

Differential 

In  most  patients,  diagnosis  of  glomus  tumor  is 
fairly  definite.  In  questionable  cases  other  things 
should  be  considered  as  illustrated  in  Phalen’s  excel- 
lent description  of  differential  diagnosis.  Subungual 
hematoma  correlates  well  with  a history  of  trauma 
followed  by  subungual  discoloration  and  pain.  Time, 
however,  establishes  this  diagnosis  by  resolution  of 
the  hematoma.  Neurofibroma  may  be  considered, 
though  it  is  not  known  for  producing  paroxysms  of 
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FIGURE  1 


A 3 X 4 mm.  red  firm  tumor  found  beneath  the  margin  of 
the  thumb  nail. 

pain.  Subungual  melanoma  may  also  be  considered, 
but  it  too  produces  no  paroxysmal  pain.  Subungual 
exostosis,  though  exquisitely  painful,  is  identified 
radiologically.  Angiomas  mimic  glomus  tumors,  but 
provoke  little  pain  on  palpation.  Osteoid  osteoma 
may  be  considered  in  that  it  produces  localized  pain 
but  is  relieved  with  aspirin  and  x-rays  are  character- 
istic of  this  lesion.  Other  conditions  which  have  been 
considered,  according  to  Robbins,  include  sebaceous 
cyst,  inclusion  cyst,  dermoid  cyst,  subungual  car- 
cinoma and  subungual  enchodroma. 

Distribution  and  Incidence 

CHILDREN — In  1961  Kahout  and  Stout  pub- 
lished a series  of  731  patients  through  the  age  of  15 
years  old  with  glomus  tumors.  The  tumors  were 
widely  distributed  in  location,  including  subcutane- 
ous tissue,  ligaments,  joint  capsules,  and  within  the 
bone  of  the  distal  phalanx.  Of  these,  26.3  per  cent 
were  multiple,  12  per  cent  infiltrating,  10  per  cent 
congenital,  and  23  per  cent  involved  subungual 
tumors  with  a 7 to  1 predominance  of  the  latter  be- 
ing seen  in  female  patients. 

ADULTS — In  a series  of  686  adults,  according  to 
Kahout  and  Stout,  there  were  two  striking  differences 
of  glomus  tumors  as  opposed  to  children  with  respect 
to  incidence  and  distribution;  there  were  fewer  cases 
of  adult  multiple  tumors  (2.3  percent)  and  only  0.3 


percent  of  all  adult  tumors  show  an  infiltrative 
growth.  The  7:1  female-male  predominance  of  sub- 
ungual tumors  prevailed. 

Pathology 

According  to  Bloom  and  Fawcett,  the  glomus  is 
a highly  organized  anastomosis  between  arteries  and 
veins  and  is  found  in  the  nailbed,  pads  of  the  fingers 
and  toes,  and  in  the  ears.  The  structure  is  composed 
of  an  afferent  arteriole,  the  Sucquet-Hoyer  shunt, 
and  a eollecting  venule.  The  arteriole  enters  the  tis- 
sue of  the  glomus,  loses  its  elastic  membrane  for  a 
heavy  epithelioid  muscle  coat  and  narrow  lumen, 
then  empties  into  a thin-walled  vein  with  a wide 
lumen.  The  epithelioid  muscle  coat  of  the  anasto- 
mosis, richly  innervated  by  sympathetic  and  myeli- 
nated nerves,  constitutes  the  Sucquet-Hoyer  shunt. 
After  the  shunt  empties  into  the  collecting  vein,  the 
collecting  vein  in  turn  empties  into  a periglomic  vein 
which  then  joins  to  ordinary  veins. 

The  functions  of  the  glomus,  according  to  Bloom 
and  Phalen  and  associates,  are  to  regulate  the  flow  of 
blood  in  the  extremities  and  to  regulate  temperature 
and  conserve  heat. 

The  histology  of  the  tumor  itself,  according  to 
Phalen,  indicated  that  tumor  is  a misnomer  in  that 
the  glomus  tumor  is  probably  not  a true  neoplasm 
but  a hypertrophied  glomus.  Sections  reveal  masses 
of  blood  vessels  lined  with  a single  layer  of  endotheli- 
um. This  in  turn  is  surrounded  by  fibrous  tissue  and 
“epithelioid”  or  glomus  cells.  In  1942  Murray  and 
Stout  identified  these  glomus  cells  as  pericytes  of 
Zimmerman,  cells  normally  found  wherever  there 
are  capillaries,  a fact  thought  to  explain  why  glomus 
tumors  are  found  in  areas  of  the  body  other  than 
where  the  glomus  is  normally  found. 

Murray  and  Stout  conclude,  along  with  Robbins, 
that  there  are  no  known  cases  involving  a malignant 
glomus  tumor  even  though  local  infiltration  and  re- 
currence after  incomplete  exeision  has  been  seen. 

Etiology  as  yet  appears  unknown.  Though  there 
are  reported  cases  of  subungual  glomus  tumors  in 
patients,  each  with  a positive  history  of  trauma  in 
the  area  of  the  tumor  (in  the  series  of  Shugart  16 
percent  of  those  reported  had  such  a history)  there 
are  many  cases  with  no  such  history,  leaving  trauma 
as  a questionable  cause. 

Treatment 

Kahout  and  Stout  frankly  state  that  surgical  exci- 
sion is  the  treatment  of  choice  and  is  curative  when 
excision  is  complete;  recurrence  is  presumptive  of  an 
incomplete  excision.  Needless  to  say,  Kahout  and 
Stout  are  in  universal  agreement  with  all  other 
sources  consulted. 
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Summary 

The  etiology  of  pain  in  the  hand  is  often  not  well 
understood  by  the  practicing  physician.  The  cause  of 
pain  beneath  the  nail  can  sometimes  be  a glomus 
tumor.  This  small  reddish-blue  tumor  is  exquisitely 
painful  to  deep  palpation,  is  benign,  and  is  best 
treated  by  complete  excision. 

1140  Druid  Park  Avenue  30904 
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X-Ray  Seminar  ISumber  5 


A ‘‘Dense”  Density  in  the  Pelvis 

WILLIAM  WHITAKER,  M.D.,  and  WILLIAM  WEDDINGTON,  M.D.,  Atlanta^^ 


Dr.  William  Whitaker:  The  patient  for  presen- 
tation is  a 37-year-old  female  who  presented  with 
right  upper  quadrant  pain  and  distention  which  was 
sudden  in  onset.  The  patient  complained  of  nausea 
and  vomiting  since  the  onset  of  the  pain.  There  was 
mild  leukocystosis,  and  the  temperature  was  100.0. 
A film  of  the  abdomen  was  obtained.  Dr.  Wedding- 
ton,  would  you  comment  on  this  film? 

Dr.  William  Weddington:  There  is  an  intrauterine 
contraceptive  device  present.  There  is  a single  calci- 
fication just  to  the  right  of  the  lUD.  This  density 
overlies  the  region  of  the  urinary  bladder,  uterus  and 
uterine  adnexa.  The  small  calcific  density  is  much 
more  dense  than  the  adjacent  phleboliths  seen  on 
the  right  side  of  the  pelvic  inlet.  (Fig.  1) 

There  are  multiple  loops  of  dilated  small  bowel  in 


FIGURE  1 


Film  of  the  abdomen  demonstrating  a “dense”  density  on 
the  right  side  of  the  pelvic  inlet,  just  to  the  right  of  the 
intrauterine  contraceptive  device.  There  is  distention  of 
small  intestinal  loops  in  the  upper  abdomen. 


* From  a weekly  conference,  Depurlment  of  RadiolcKV,  Emory 
University  School  of  Medicine.  Atlanta,  Georgia  30.122.  The  confer- 
ence material  has  been  edited  by  Doctors  J.  L.  Clements,  Jr.,  and 
H.  S.  Weens. 


the  upper  abdomen  suggestive  of  the  possibility  of 
paralytic  ileus  or  mechanical  small  intestinal  obstruc- 
tion. 

The  presence  of  a calcific  density  on  the  right  side 
of  the  pelvic  inlet  suggests  the  possibility  of  ureteral 
calculus,  with  colic  which  could  produce  a paralytic 
ileus;  however,  this  density  is  too  medial  in  its  loca- 
tion to  be  in  the  course  of  the  distal  right  ureter. 

Dr.  H.  S.  Weens:  What  about  this  density?  It  ap- 
pears unusually  dense  for  its  size.  What  is  the  densest 
structure  in  the  body? 

Dr.  Weddington:  The  densities  in  the  body,  going 
from  the  least  dense  to  the  most  dense  are  1 ) gas  or 
air,  2)  fatty  tissue,  3)  tissues  of  water  density,  4) 
bones,  and  5)  tooth  enamel. 

Dr.  Weens:  Do  you  think  that  this  represents  a 
tooth? 

Dr.  Weddington:  Yes,  this  would  indicate  that 
there  is  a cystic  teratoma  or  dermoid  cyst  involving 
the  right  ovary.  With  the  very  acute  onset  of  the  ill- 
ness, the  patient  may  have  a dermoid  cyst  which  has 
twisted  and  produced  reflex  ileus,  which  would  pro- 
duce the  picture  shown  on  the  abdominal  radiograph. 

Dr.  Whitaker:  The  patient  underwent  abdominal 
laporatomy  and  a twisted  ovarian  cyst  was  found.  An 
abdominal  hysterectomy  and  salpingo-oophorectomy 
was  performed  with  resection  of  the  twisted,  strangu- 
lated ovarian  cyst.  (Fig.  2) 


FIGURE  2 


Surgical  specimen  of  uterus  and  adnexa.  The  uterus  has 
been  opened.  The  large  arrows  demonstrate  the  strangu- 
lated right  ovarian  cystic  teratoma.  The  small  arrows 
point  to  the  tooth  removed  from  fhe  cystic  teratoma. 
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Comment 

Cystic  teratoma  is  the  preferable  designation  for 
the  tumor  presented  here,  as  the  majority  contain 
derivatives  of  all  three  germ  layers.  The  term  der- 
moid is  more  commonly  used,  however.  The  cystic 
teratomas  comprise  about  10  per  cent  of  all  ovari- 
an tumors  and  appear  most  commonly  during  the 
childbearing  years.  They  may  be  bilateral  in  10  per 
cent  to  20  per  cent  of  cases.  The  most  common  com- 
plication is  torsion,  as  this  case  presented.  Less  com- 
mon complications  are  infection  with  rupture  and 
malignant  degeneration. 

These  lesions  are  particularly  interesting  to  the 
radiologist  because  frequently  a specific  diagnosis 
can  be  made  on  routine  abdominal  radiographs.  The 
classic  radiological  presentation  is  the  demonstra- 
tion of  the  densely  calcified  teeth  or  abortive  bone 
formation  within  the  tumor  and  also  the  visualization 
of  the  increased  fat  in  the  sebaceous  material  con- 
tained within  the  cyst.  Sloan,  in  a study  of  55  cystic 
teratomas  of  the  ovary,  found  that  40  per  cent  of 
cystic  teratomas  of  the  ovary  could  be  diagnosed  by 
abdominal  radiographs. 
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SURGICAL  CORSETS 
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UPLIFT  BRASSIERES 
BREAST  PROSTHESIS 


82  IVY  STREET,  N.E. 
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The 

SENSI-SYSTEM 
for  Allergy 
Diagnosis 
& Treatment 


History— Careful  History  is  essential  to  de- 
termine symptomatology  leading  to  success- 
ful diagnosis  and  treatment.  Self-screening 
patient  review  forms  are  furnished  at  no 
charge  to  help  evaluate  suspected  allergy 
patients. 

Diagnosis— The  Diagnostic  Kit  permits  fast, 
accurate  confirmation  of  suspected  irritants 
of  50  of  the  most  commonly  encountered  al- 
lergens. In  addition,  the  Kit  also  contains 
pollens  for  your  botanical  area,  a scarifier 
and  individual  scarification  tips. 

Treatment— A personalized  prescription  for 
your  patient  is  compounded  based  on  results 
of  history  and  skin-test  reactions.  This  spe- 
cific treatment  is  meant  to  restore  the  pa- 
tients allergic  balance. 

For  complete  information  on  The  Sensi-Sys- 
tem  of  Allergy  Diagnosis  and  Treatment . . . 
CALL  (Toll  Free) ...  800-327-1141.  Physicians 
in  Florida  . . . Call  COLLECT  305-943-7723. 
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Barry  Laboratories,  Inc., 

461  N.E.  27th  Street, 
Pompano  Beach,  Fla.  33064 


The  advantages,  limitations  and  potential 
of  computer-aided  diagnosis  are 
discussed. 


Some  Thoughts 
Medical 


KENNETH  C. 

J T IS  NOT  DIFFICULT  to  perceive  that  at  some  point 
in  the  near  future,  computers  will  be  supplying  pre- 
liminary medical  diagnoses  based  on  input  data  pro- 
vided by  medical  technicians  and  other  hospital  aides. 
Hospitals  will  have  computer  centers  with  great 
masses  of  information  stored  on  diseases  and  dis- 
orders, cross-classified  by  symptoms  and  expected 
results  of  all  types  of  conceivable  laboratory  tests. 
Continuous  updating  of  data  from  all  available 
sources  will  be  a daily  task  in  the  hospital  environ- 
ment. In  many  hospitals  throughout  the  world,  com- 
puters have  already  been  used  in  taking  medical 
histories,  updating  preliminary  patient  information 
with  the  results  of  physical  examinations  and  labora- 
tory tests,  as  well  as  in  diagnostic  analysis. 

Although  the  computer  can  perform  mathematical 
manipulation  and  logical  analysis  with  great  speed 
and  accuracy,  it  will  never  replace  the  physician’s 
decision  making  responsibility.  However,  the  scarcity 
of  qualified  doctors  is  already  a reality  and  the  prob- 
lem is  getting  worse.  In  order  to  optimize  the  utiliza- 
tion of  this  scarce  resource,  the  maximum  amount  of 
routine  analysis  must  be  removed  from  the  doctor’s 
responsibility.  In  addition,  with  continuous  advances 
in  medical  science,  diseases  and  their  treatments  are 
becoming  more  and  more  subcategorized  and  spe- 
cialized to  the  point  that  no  one  doctor  could  pos- 
sibly be  an  expert  in  all  phases  of  diagnosis  and 
treatment.  The  computer  can  minimize  errors  of 
omission  by  basing  its  analysis  on  billions  of  bits  of 
data  compiled  from  the  experience  of  doctors  all 
over  the  world  over  many  years  of  experience.  A 
I doctor  could  not  afford  to  pass  up  the  availability 
1 of  such  a mass  of  information  if  it  were  available 
I at  a moment’s  notice! 

Utilization  Problems 

However,  many  problems  exist  in  utilizing  the 
[ computer  for  diagnostic  purposes.  In  order  for  a com- 
puter to  operate,  it  must  be  programmed  with  a set 


on  Computerized 
Diagnosis 

LEVINE,  Atlanta 

of  “decision  rules”  in  its  determination  of  a diagno- 
sis or  in  prescribing  tests  that  should  be  administered 
to  a patient,  the  results  of  which  would  be  fed  back 
into  the  computer  for  further  analysis.  An  example 
of  such  a set  of  rules  is  as  follows ; 

1.  Take  the  given  input  data  (past  history, 
symptoms,  results  of  standard  procedures,  etc.) 
and  sort  out  all  possible  diseases  or  disorders  that 
may  be  indicated  by  such  factors,  deleting  those 
that  are  precluded  by  other  factors  (for  example 
all  symptoms  except  one  may  lead  to  a given 
disease  or  group  of  diseases  which  then  might  be 
ruled  out  with  the  inclusion  of  subnormal  as  op- 
posed to  high  temperature  that  would  be  evident 
if  the  disease  in  question  was  in  fact  the  patient’s 
problem). 

2.  Select  the  appropriate  test  that  should  be 
administered  that  would  diminish  the  resultant  list 
of  possibilities  to  the  minimum  number. 

3.  Accept  data  from  test  and  continue  to  de- 
lete possibilities  from  list  (or  at  this  point,  start- 
ing the  analysis  over  again  from  the  beginning 
with  the  additional  input  data  now  available). 

4.  Print  out  entire  list  of  input  data,  tests 
administered,  and  the  list  of  remaining  diagnostic 
possibilities  to  be  submitted  to  a doctor  at  this 
point.  (A  complete  cumulative  record  of  the  pa- 
tient would  therefore  be  available  and  up  to  date 
at  all  times  for  the  doctor’s  benefit. ) 

Although  this  process  may  seem  reasonable  and 
worthwhile,  many  problems  exist  in  making  it  a 
workable  system.  After  the  initial  analysis  of  the 
patient’s  symptom  complex,  a large  number  of  pos- 
sibilities will  be  left  to  consider.  Therefore,  the  com- 
puter will  most  likely  recommend  a variety  of  tests 
to  be  administered  (although  the  computer  should  be 
programmed  to  list  the  tests  in  order  of  value  and 
sequentially  reconsider  its  analysis  and  recommenda- 
tions for  further  testing  after  each  test).  However, 
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many  tests  are  expensive  and  uncomfortable  and  few 
patients  would  agree  to  any  non-routine  tests  without 
first  consulting  a physician  (even  if  just  for  sympathy 
and  reassurance).  On  the  other  hand,  the  day  may 
come  (although  I hope  not)  when  the  patient  won’t 
have  this  decision-making  autonomy  if  he  wishes  to 
be  examined  and  treated  for  an  ailment. 

Another  consideration  is  that  each  doctor  believes 
in  different  tests  and  different  treatments  for  the 
same  set  of  data.  Hopefully,  the  availability  of  a 
fantastic  wealth  of  information  that  can  be  tapped  by 
the  eomputer  will  enable  doctors  to  eventually  agree 
to  some  extent  on  the  reliability  of  different  tests  and 
treatments  when  eonfronted  with  a given  set  of  in- 
put data.  If  not,  it  might  be  feasible  to  have  the 
computer  programmed  to  apply  a different  set  of 
decision  rules  for  each  physician.  In  addition,  the 
formulation  of  a reliable  data  bank  will  be  a monu- 
mental task  and  require  the  continued  cooperation 
of  medical  personnel  throughout  the  world,  as  vast 
amounts  of  data  must  be  aggregated  to  form  a basis 
for  the  diagnosis  of  rare  diseases. 

Implement  Innovations 

If  these  fundamental  problems  can  be  overcome, 
many  other  innovations  could  also  be  implemented 
to  increase  the  value  and  credibility  of  computer 
diagnosis.  For  example,  when  sorting  out  additional 
tests  that  should  be  administered  to  a given  patient, 
the  eomputer  will  select  the  one  test  that  would  zero 
in  on  the  true  cause,  given  the  input  data,  with  the 
greatest  validity.  However,  the  computer  would  not 
know  that  its  “best”  test  is  10  times  as  expensive 
as  its  second  choice  and  five  times  as  uncomfortable 
to  the  patient.  Certainly,  the  doctor  would  consider 
these  factors  in  his  analysis!  So  why  not  program 
the  computer  to  do  the  same?  If  the  test  selected 
by  the  computer  has  been  programmed  to  have  a 
high  “coeffieient  of  uncomfort,”  or  “coefficient  of 
expense,”  then  the  computer  could  appraise  the  value 
of  the  next  best  test.  If  there  is  a significant  differ- 
ence in  the  expected  benefit  of  the  two  tests,  the  com- 
puter should  print  out  “send  for  the  doetor.”  If  not, 
the  seeond  test  choice  could  be  administered  and  the 
proeess  of  re-evaluation  and  re-testing  would  con- 
tinue until  the  doctor  was  finally  needed.  Obviously, 
since  the  analysis  will  not  be  infallible,  a doctor 


could  be  consulted  at  any  point  in  the  analysis  when 
deemed  neeessary  by  whomever  is  overseeing  the 
procedure. 

It  should  also  be  mentioned  that  potential  errors 
in  the  diagnosis  could  be  weighted  by  the  severity 
of  the  specific  error.  For  example,  a very  small  prob- 
ability of  erroneously  seleeting  an  uncomfortable  or 
dangerous  test  or  treatment  could  be  multiplied  by 
a scale  faetor,  so  that  the  potential  error  will  re- 
ceive greater  consideration  in  the  decision  process. 
An  illustration  would  be  a situation  where  certain 
indications  lead  to  a diagnosis  of  rabies,  but  upon 
consideration  of  the  eonsequences  associated  with 
an  erroneous  analysis,  the  computer  would  be  pro- 
grammed to  consider  additional  tests  that  might 
point  out  the  possibility  of  a rare  disease  with  similar 
symptoms  and  a different  mode  of  treatment,  even 
though  the  probability  of  such  a disease  might  be 
remote. 

Many  feel  that  the  computer  will  de-humanize  the 
diagnostic  process.  However,  the  ability  of  the  com- 
puter to  store,  retrieve,  and  manipulate  large  quanti- 
ties of  data  with  great  speed  will  remove  a great 
deal  of  the  physician’s  research  burden  and  routine 
decision  making.  This  will  enable  him  to  devote  a 
greater  proportion  of  his  time  to  consultation  with 
patients.  In  addition,  he  will  have  more  time  to  de- 
vote to  decision  situations  that  truly  require  his  pro- 
fessional competence. 

The  computer  will  never  replace  the  physician  in 
the  diagnostie  process.  It  is  a tool,  just  as  the  ther- 
mometer, the  stethoscope,  and  the  X-ray  machine  j 
are  tools  of  the  physician.  However,  it  is  a ver\'  I 
powerful  tool  that  will  enable  the  physician  to  make 
more  informed  decisions  in  much  less  time  in  the  1 

future.  I 

Georgia  State  University 
33  Gilmer  Street,  S.E.  30303 

BIBLIOGRAPHY 

Anderson,  J.  A.  and  Boyle,  J.  A.:  Computer  diagnosis; 
Statistical  aspects;  Br.  Med.  Bail.  24:230.  1968. 

Anderson,  James  R.;  Computers  in  medicine;  Canad.  Med. 

/.  100:393,  1969. 

Boyle.  J.  A.:  Computer  diagnosis:  Clincial  aspects;  Br. 
Med.  Bull.  24:224.  1968. 

Frenkel,  Lawrence  D.:  Applications  of  computers  in 
diagnostic  medicine;  So.  Med.  J.  62:1143,  1969. 

Gamboa.  Raul,  et  al.:  Computer  diagnosis  of  biventric- 
ular hypertrophy  from  the  orthogonal  electrocardiogram;  Cir- 
cidation  39:72,  1969. 

Hall.  G.  H.:  The  computer  in  diagnosis;  Practitioner 
203:275,  1969.  \ 

Thomas,  Edward  L.:  The  future  of  computers  in  anes-i 
thesia;  Canad.  Anaesth.  Soc.  J.  15:519,  1968.  i 


274 


GEORGIA 


EDITORIALS 


Earnest  C.  Atkins  New  MAG  Secretary 

^Earnest  C.  Atigns  of  Decatur  was  elected  Secretary  of  the  Medical  Association 
of  Georgia  at  the  118th  Annual  Session,  May  11-14,  1972  in  Macon,  Georgia.  He 
succeeds  John  Rhodes  Haverty  of  Atlanta. 

A native  of  Marietta,  Georgia,  he  was  graduated  from  Emory  University  with 
an  A.B.  degree  in  1947  and  received  his  M.D.  degree  from  Emory  in  1951. 

A member  of  Sigma  Nu  and  Phi  Chi  fraternities.  Dr.  Atkins  interned  at  the  VA 
Hospital  in  Chamblee  and  Wheeler  Hospital  in  Lafayette,  Alabama,  and  did  his 
residency  at  the  VA  Hospital  in  Atlanta. 

He  is  a diplomate  of  the  American  Board  of  Surgery,  Fellow  of  the  American 
College  of  Surgery  and  the  Southeastern  Surgical  Conference,  past-president  of  the 
J.  C.  Thoroughman  Surgical  Society,  president-elect  of  the  DeKalb  County  Medi- 
cal Society,  and  past-president  of  the  Chambers  County,  Alabama,  Medical  Soci- 
ety. 

Dr.  Atkins  is  a member  of  the  Board  of  Directors  and  treasurer  of  the  Toco 
Hills  Doctors  Building,  Inc.,  past  state  chairman  of  the  Georgia  Medical  Political 
Action  Committee  and  present  treasurer  of  that  organization,  as  well  as  the  regional 
coordinator  of  the  Reach  to  Recovery  Program  of  the  American  Cancer  Society. 

Married  to  the  former  Mariana  Costa,  the  Atkins  have  five  children  and  live  at 
2190  Springwood  Drive,  Decatur. 


Carson  B.  Burgstiner  Named 
MAG  Treasurer 


ARSON  B.  Burgstiner  of  Savannah  was  elected  treasurer  of  the  Medical  As- 
sociation  of  Georgia  at  the  1 18th  Annual  Session  held  May  11-14,  1972  in  Macon. 
He  succeeds  John  S.  Atwater,  of  Atlanta. 

A graduate  of  the  University  of  Miami  where  he  was  a member  of  Phi  Chi  fra- 
ternity, he  served  both  his  internship  and  residency  in  obstetrics  and  gynecology  at 
Memorial  Hospital  of  Chatham  County.  He  began  practice  in  Savannah  in  1962  as 
an  associate  of  the  late  Dr.  Albert  Kelly. 

Dr.  Burgstiner  is  a Fellow  of  the  American  College  of  Obstetricians  and  Gyne- 
cologists, a member  of  the  American  Fertility  Society,  the  American  Society  of 
Abdominal  Surgeons,  and  a member  of  the  Board  of  Directors  of  the  Georgia 
Medical  Political  Action  Committee.  He  is  past  Commander  of  the  165th  USAF 
Dispensary  of  the  Air  National  Guard,  a 32nd  degree  Mason  and  past  president 
of  the  Savannah  Symphony  Society. 

Dr.  Burgstiner  is  married  to  the  former  Jacqueline  Cook  and  has  five  children. 
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Committee  Conclave 

The  Fifth  Annual  Conclave  of  Committees  will  be  held  on  Saturday  and 
Sunday,  August  12-13,  1972,  at  the  Executive  Park  Motor  Hotel,  Atlanta.  Since  its 
inception  in  1968,  the  concept  of  the  Conclave  of  Committees  has  served  to 
strengthen  and  improve  the  operational  effectiveness  of  the  Medical  Association 
of  Georgia.  Through  the  meetings  of  26  MAG  operating  committees  in  the  same 
location  at  the  same  time,  intra-committee  relationships  will  be  maintained  making 
possible  direct  dialogue  between  committee  members,  chairmen  and  the  officers  of 
the  Association.  MAG  members  are  invited  to  attend  any  committee  holding  special 
interest  for  them  so  that  the  committee  will  have  the  benefit  of  their  counsel. 

Individual  committee  calls  and  agendas  will  soon  be  sent  out  to  committee  mem- 
bers, along  with  reply  cards.  MAG  will  host  a reception  Saturday  night  from  6:30 
to  7:30,  with  participants  then  free  to  select  one  of  Atlanta’s  famous  restaurants  for 
their  evening  meal.  Make  plans  now  to  attend,  and  share  your  ideas  and  plans 
for  the  coming  year. 


WEIGHT# 

WATCHERS 


Wishes  to  thank  the  many  members 
of  the  Medical  Profession  who  have  rec- 
ommended Weight  Watchers  to  their  pa- 
tients in  the  treatment  of  obesity. 

WEIGHT  WATCHERS  OF  GREATER 
ATLANTA,  INC. 

2639  North  Decatur  Road 
Decatur,  Georgia  30033 

For  class  informafion  in  the  Atlanta 
area  call:  373-5761 
Outside  the  Atlanta  area 
call  free:  800-282-7481 


**WEICHTWATCHE*S'' AND  A(E  (EClSTEtEO  TtADEMAIKS  OF  WEIGHT  WATCHEtS 
INTEINATIONAl,  INC.,  CIEAT  NECK.  N.T.<SwEICHT  WATCHEtS  INIEKNATIONAU  1*71 


PRIVATE  GROUP  GENERAL  PRACTICE 
available  in  Southern  Georgia.  S3, 000 
minimum  monthly  collections  guaranteed. 
Not  a loan.  Should  exceed  guarantee  in 
very  short  time.  Send  C.V.  in  confidence  to 
or  call  Sanford  Smith,  Director  of  Phy- 
sician Planning,  Hospital  Affiliates,  Inc., 
P.O.  Box  9836,  Houston,  Texas  77015, 
713-453-6324. 


DICKEY-MANGHAM  COMPANY 

Insuring  Georgians  Since  1886 
1335  First  National  Bank  Tower 
Atlanta,  Ga.  30303  Phone  521-1541 

Complete  Insurance  Service 
for 

Physicians  and  Surgeons 
Protessiona I Lia bil ity — Lite — Disabil ity 
Keogh  Plans 

Low  St.  Paul  Liability  Rates 
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MAG,  WELFARE  AND  THE  MEDICAID 
PROGRAM— OUR  ORLIGATION 


The  PLIGHT  OF  THE  UNFORTUNATE  has  always,  and  rightly  so,  been  the  concern 
of  the  medical  profession. 

Statism  as  expressed  by  welfare  programs  and  medical  care  programs — for 
example,  Medicaid — has  not  been  the  vogue  for  too  many  years.  Until  social  re- 
form became  so  popular  the  care  of  the  indigent  was  borne  almost  in  entirety  by 
the  physician  and  by  charity  hospitals  which  have  been  the  vogue  for  centuries. 

Beginning  with  the  New  Deal  and  the  great  depression  of  the  1930’s  we  see 
an  extension  of  the  English  Dole  System  which  has  brought  all  of  us,  including 
the  welfare  recipients,  much  and  continuing  grief. 

The  welfare  system  as  currently  structured  has  produced  in  my  opinion  the  fol- 
lowing problems : 

1 ) It  has  encouraged  people  not  to  work  and  not  to  strive  for  rehabilitation. 

2)  It  has  encouraged  illegitimacy. 

3 ) It  has  discouraged  the  act  of  matrimony. 

4)  The  welfare  recipient  has  been  taxed  100  per  cent  of  his  earnings  up  to  a 
point. 

5)  The  health  programs  have  not  been  tied  to  appropriate  educational  and 
nutritional  programs  plus  work  opportunities  to  aid  the  welfare  recipient 
in  his  fight  to  overcome  the  disease  of  poverty. 

What  is  medicine’s  responsibility? 


a)  We  should  insist  on  welfare  reforms  to  correct  the  problems  listed  in  1), 
2), 3), 4). 


b)  We  should  insist  that  the  medical  components  of  welfare  programs  be 
coupled  with  work  opportunities,  educational  experiences  and  nutritional 
instruction  sufficient  to  allow  the  welfare  recipient  an  escape  from  the 
trap  of  poverty. 

c)  Lastly,  we  should  insist  that  legislation  involving  the  medical  aspects  of 
welfare  should  clearly  state  whether  first  line  medical  care  is  desired  or 
whether  a lesser  type  is  wanted.  If  top  quality  medical  care  is  desired,  then 
I think  we  should  insist  on  the  same  payment  for  care  of  the  poor  as  is 
obtained  for  care  of  the  rest  of  the  population — otherwise,  the  physician, 
and  he  alone,  is  doubly  taxed  for  this  support  of  the  poor. 

If  we  are  to  obtain  this  fair  treatment,  we  must  provide  public  accountability 
through  our  Foundation  programs  as  to  its  cost  effectiveness. 


F.  W.  Dowda,  M.D. 

President,  Medical  Association  of  Ga. 
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PRIVATE  RETIREMENT  PEANS 
PROPOSED  CHANGES  IN  THE 
FEDERAL  TAX  LAW 

J.  WINSTON  HUFF,  Atlanta* 


A 

-Cxs  MANY  PHYSICIANS  ARE  AWARE,  the  self-employcd  professional  person  does 
not  now  enjoy  the  same  privileges  as  the  corporate  employee  to  provide  for  his 
retirement  years  by  means  of  tax  deductible  contributions  to  qualified  pension  and 
profit  sharing  plans. 

Federal  tax  law  now  permits  establishment  of  qualified  corporate  retirement 
plans  into  which  there  may  be  paid  tax  deductible  contributions.  In  the  case  of 
profit  sharing  plans,  these  contributions  are  limited  to  15  per  cent  of  covered 
yearly  earnings.  If  the  corporation  maintains  both  a profit  sharing  plan  and  a 
pension  plan,  the  limit  is  25  per  cent. 

However,  a self-employed  individual  is  permitted  to  contribute  on  a deductible 
basis  only  the  lesser  of  10  per  cent  of  earned  income  or  $2,500,  whether  he  main- 
tains one  or  both  types  of  plans. 

Largely  because  of  this  inequity,  many  states  enacted  tradition-breaking  laws 
permitting  certain  professions  to  incorporate.  The  first  Georgia  Statute  authorizing 
the  corporate  practice  of  medicine  and  other  professions  was  “The  Georgia  Pro- 
fessional Association  Act,”  enacted  in  1961.  Thus  professional  persons  would  be 
permitted  to  take  advantage  of  the  larger  tax  deductible  contributions  to  their  quali- 
fied plans  as  if  they  were  corporate  employees. 

The  Internal  Revenue  Service  for  years  stoutly  resisted  the  idea  of  the  “profes- 
sional association”  or  “professional  corporation”  and  refused  to  recognize  them 
as  true  corporate  entities.  After  much  litigation,  in  most  of  which  these  profes- 
sional corporations  were  successful,  the  Service  reluctantly  reversed  itself  and  ac- 
cepted the  concept. 

After  the  new  Internal  Revenue  position  was  made  known,  the  General  As- 
sembly of  Georgia  in  1970  enacted  “The  Georgia  Professional  Corporation  Act.” 
This  new  Act  embodied  the  prior  concept  of  the  corporate  practice  of  certain  pro- 
fessions, but  dealt  with  the  subject  in  a more  detailed  and  specific  fashion.  The 
change  in  the  attitude  of  the  Internal  Revenue  Service  and  the  new  Georgia  Act  led 
many  individual  doctors  and  groups  of  doctors  to  incorporate.  Their  motive  in  many 
instances  was  the  larger  contribution  allowed  for  qualified  pension  and  profit  shar- 
ing plans — a perfectly  legitimate  motive  for  those  professional  persons  concerned 
about  their  welfare  in  retirement  years.  Certain  problems  and  inconveniences 
presented  to  professionals  by  the  corporate  form  of  practice  were  subordinated 
to  the  concern  to  provide  for  themselves  and  their  families  in  later  life. 

* Prepared  at  the  request  of  The  Medical  Association  of  Georgia.  Mr.  Huff  is  a partner  in  the  firm  of 
Powell,  Goldstein,  Frazer  & Murphy,  General  Counsel  to  the  Association. 
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Equalize  Positions 

Now,  however,  a number  of  measures  have  been  proposed  which  would,  in  ef- 
fect, more  nearly  equalize  the  position  of  the  self-employed  and  the  corporate  em- 
ployee as  regards  qualified  plans.  Among  these  proposals  is  that  put  forth  in  Presi- 
dent Nixon’s  message  to  Congress  on  December  8,  1971.  The  President’s  proposal 
has  been  embodied  in  a Bill  introduced  in  the  House  of  Representatives  on  De- 
cember 14,  1971  by  Chairman  Wilbur  Mills  of  the  House  Ways  and  Means  Com- 
mittee (H.R.  12272,  “Individual  Retirements  Benefits  Act  of  1971”).  Hearings 
were  had  by  Mr.  Mills’  Committee  in  May,  1972,  but  no  further  action  by  Con- 
gress has  been  forthcoming  thus  far. 

This  Bill,  among  other  things,  would  permit  a self-employed  person  to  make 
tax  deductible  contributions  to  qualified  pension  and  profit  sharing  plans  (whether 
one  plan  or  both  plans)  up  to  the  lesser  of  $7,500  or  15  per  cent  of  earnings. 
While  still  not  as  liberal  as  the  deductible  contributions  allowed  corporate  plans, 
this  represents  an  attractive  increase  which  may  well  fit  the  needs  of  particular 
physicians. 

No  one  can  say  when,  if  ever,  this  Bill  or  any  of  the  other  proposals  will  become 
law.  However,  physicians  should  watch  the  progress  of  these  measures.  If  the  Mills’ 
Bill  or  similar  proposals  are  enacted,  consideration  should  be  given  to  the  ad- 
vantages presented  in  detennining  whether  or  not  to  incorporate  under  the  Georgia 
Act. 

The  corporate  form  of  practicing  a profession  may  sometimes  present  problems 
which  are  worrisome.  Expenses  of  incorporation  are  substantial.  Shareholder  and 
directors  meetings  must  be  held  to  pass  on  many  matters  which  an  individual  or 
partnership  may  informally  handle.  Minutes  must  be  kept,  resolutions  adopted  and 
(God  save  the  mark!)  lawyers  employed.  How  do  you  reasonably  set  salaries 
among  peers?  What  if  one  professional  shareholder-employee  desires  to  work 
longer  hours  or  attend  more  meetings  and  seminars  than  his  eompatriots? 

In  the  event  a measure  similar  to  the  Mills’  Bill  is  adopted  and  in  the  event 
the  thus  greater  deductible  contributions  fit  a particular  doctor’s  financial  situation, 
there  may  be  less  pressure  to  incorporate  or  to  retain  the  corporate  form  of  pro- 
fessional practice. 

Aside  from  consideration  of  pension  and  profit  sharing  plans,  the  corporate  form 
presents  several  advantages  which  will  still  not  be  available  to  self-employed 
physicians  even  if  the  Mills’  Bill  or  a similar  measure  becomes  law.  Among  the 
advantages  referred  to  are  deductible  premiums  for  health  and  accident  plans  and 
for  group  life  insurance  (up  to  $50,000  in  face  amount);  and  medical  reimburse- 
ment and  wage  continuation  plans.  Further,  corporate  employees  can  exclude 
amounts  due  under  corporate  plans  from  their  estates  by  making  certain  timely 
beneficiary  designations,  an  advantage  not  now  available  under  self-employed 
plans. 

These  eomments  are  of  a general  nature  only  and  do  not  embody  all  of  the 
provisions  of  the  Mills’  Bill  nor  all  of  the  considerations  which  must  be  reviewed 
in  determining  whether  to  enter  upon  the  corporate  form  of  practice.  Certainly  any 
action  which  a doctor  or  group  of  doctors  take  in  this  area  must  be  done  only  after 
consultation  in  detail  with  their  tax  advisors. 

Eleventh  Floor 
C & S Bank  Building 
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SOCIETIES 

The  Baldwin  County  Medical  Society  and  Auxiliary 
has  established  an  annual  scholarship  to  be  awarded  to 
a student  in  the  Department  of  Nursing  Education, 
Georgia  College,  Milledgeville,  to  consist  of  full  tuition 
for  the  chosen  student’s  second  year  in  the  Associate 
Degree  Program. 

PERSONALS 

Second  District 

Joe  Turner  of  Tifton  has  been  appointed  to  the 
Board  of  Human  Resources  by  Gov.  Jimmy  Carter. 

Fifth  District 

John  T.  Godwin  of  Atlanta  attended  the  recent  joint 
meeting  of  the  James  Ewing  Society,  Head  and  Neck 
Society  and  American  Radium  Society  Meeting  in  Boca 
Raton. 

Seventh  District 

Richard  Hammonds,  of  Austell,  has  been  named  to 
the  newly  formed  Board  of  Offender  Rehabilitation  by 
Gov.  Jimmy  Carter. 

Ninth  District 

Don  Pittard  of  Toccoa  has  been  appointed  to  serve 
on  the  Board  of  Human  Resources  by  Gov.  Jimmy 
Carter. 

Tenth  District 

E.  L.  Cook  has  left  his  practice  of  13  years  in  Thom- 
son to  accept  a residency  with  the  Department  of 
Psychiatry  and  Neurology  at  the  Medical  College  of 
Georgia,  Augusta. 

Nancy  C.  Flowers,  professor  of  medicine  at  the 
Medical  College  of  Georgia  and  chief  of  cardiology  at 
the  Veterans  Administration  hospital  at  Augusta,  has 
been  appointed  by  President  Nixon  to  an  18-member 
advisory  panel  on  heart  disease. 

DEATHS 

Leonard  W.  Willis,  Sr. 

Leonard  W.  Willis,  Sr.,  died  May  28  at  his  home  in 
Bainbridge  after  a lengthy  illness.  He  was  80. 

A native  of  Bainbridge,  he  was  graduated  from  Tu- 
lane  Medical  University  in  New  Orleans  in  1915.  He 
had  practiced  in  Bainbridge  since  that  time,  serving  in 
the  U.  S.  Army  as  physician  for  the  First  Division,  6th 
Field  Artillery  in  Europe  during  World  War  I. 

Dr.  Willis  was  a member  of  the  VFW,  the  American 
Legion,  the  Lions  Club,  the  Decatur-Seminole  Medical 
Society,  Medical  Association  of  Georgia,  Southern 
Medical  Association,  American  Medical  Association  and 
Chairman  of  the  Decatur  County  Board  of  Health.  He 
also  served  for  10  years  as  a member  of  the  State  Board 
of  Medical  Examiners. 


Dr.  Willis  is  survived  by  his  widow,  the  former  Mary 
Eugenia  Woodbery  of  Quincy,  Florida,  and  two  chil- 
dren, Mrs.  Raleigh  W.  Rollins,  and  Dr.  L.  W.  Willis,  Jr., 
who  was  in  practice  with  his  father,  both  residents  of 
Bainbridge,  and  eight  grandchildren  and  two  great- 
grandchildren. 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Today  you 
haveyourown. 


i If  you’re  around  40  or  45,  you’v  e 
irobably  had  quite  a bit  of  clinical  experience 
!/ith  Orinase. 

Maybe  as  much  as  14  years. 

And  that  means  you  know  quite  a 
it  about  it. 

On  the  one  hand,  you  know  that  diet 
ad  weight  control  are  the  initial  and  essential 
)undations  for  the  management  of  adult- 
aset,  non-ketotic  diabetes.  When  these 
measures  prove  satisfactory,  no  additional 
lerapy  is  indicated.  On  the  other  hand,  you 
low  that  if  these  measures  fail  the  addition 


of  Orinase  to  the  regimen  can  often  help 
lower  blood  sugar.  Orinase  lowers  blood 
sugar  as  effectively  today  as  it  did  when  you 
first  prescribed  it. 

You  also  know  the  importance  of 
close  monitoring  of  the  patient.  Although 
uncommon,  severe  hypoglycemia  may  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  you’re 
familiar  with,  and  probably  have  confidence  in. 

And  that  may  be  the  best 
recommendation  Orinase  can  have. 


Orinase* 

0.5  g.  tablets 

(tolbutam  ide,  Lipjoh  n) 


i ian  daily,  and  during  the  first  month  report  at  least  once  weeKly 
i or  physical  examination  and  definitive  evaluation.  After  a month, 

I examinations  are  recommended  monthly  or  as  indicated.  Ap- 
Ijearance  of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
'lowering  or  persistent  elevation  of  blood  sugar,  or  failure  to 
i^btain  and  hold  clinical  improvement  indicate  nonresponsive- 
!,  ess  to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
maintaining  standard  diet  regulation.  Uncooperative  patients 
hould  be  considered  unsuitable  for  therapy.  Prescriptions  should 
:e  refilled  only  on  specific  instruction  of  physician.  In  treating 
Itiild  asymptomatic  diabetic  patients  with  abnormal  glucose 
plerance,  glucose  tolerance  tests  should  be  obtained  at  three- 
jD  six-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
jte  for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
iabetes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
isulin  is  indispensable. 

I If  phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
ropriate  package  literature  should  be  consulted. 

I Adverse  Reactions:  Severe  hypoglycemia,  though  uncommon, 
nay  occur  and  may  mimic  acute  neurologic  disorders  such  as 
erebral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
isease,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
jdrenal  and  pituitary  insufficiency  may  predispose  to  hypogly- 
■ emia  and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 
mides, oxyphenbutazone,  salicylates,  probenecid,  monamine 
xidase  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
1 henyramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
pcrease  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
een  reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity:  crystalluria  or  other  renal  abnormalities  have  not  been 
observed;  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice);  leukopenia;  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia; 
pancytopenia;  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied;  0.5  g.  7ab/e/s— bottles  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 
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A revieiv  of  recent  progress 
in  this  crucial  area. 


Emergency  Service  Improvement 

Looks  Bright 

O.  LYNDON  BEALL*  and  CARL  JELENKO,  III,  M.D.,t  Augusta 


PRELIMINARY  REPORT  on  emergency  medical 
services  in  Georgia  released  recently  by  the  Georgia 
Department  of  Public  Health  stirred  up  considerable 
interest  and  concern  throughout  the  State.  Although 
many  members  of  the  medical  community  were 
aware  of  the  fact  that  emergency  service  was  still  in 
the  Dark  Ages  compared  to  other  areas  of  medicine, 
it  came  as  a jolt  to  the  general  public  to  find  that 
those  on  whom  they  must  rely  in  times  of  crisis  were 
more  apt  to  jeopardize  rather  than  enhance  their 
chance  for  survival. 

The  report  was  a compilation  and  analysis  of  the 
information  and  data  obtained  by  a survey  of  ambu- 
lance operators  and  hospital  emergency  departments 
throughout  the  State.  A total  of  153  hospitals  and 
357  ambulance  operators  were  surveyed. 

Glaring  Deficiency 

The  most  glaring  deficiency  revealed  by  the  survey 
was  the  lack  of  training  of  ambulance  attendants. 
Forty-five  per  cent  of  the  ambulance  operators  said 
their  attendants  were  not  trained  to  splint  fractures. 
Thirty-two  per  cent  said  their  attendants  were  not 
even  trained  to  control  hemorrhaging.  But  even  if 
the  attendants  were  well  trained  they  would  still  be 
ineffective  because  in  answer  to  the  question  “Are 
all  your  vehicles  equipped  to  splint  fractures,”  191 
said  no;  to  control  hemorrhaging,  123  said  no;  to 
dress  open  wounds,  1 17  said  no. 


* Director,  Emergency  Health  Service,  Division  of  Health. 
t Chairman,  MAG  Committee  on  Emerf’ency  Medical  Services. 


The  survey  also  revealed  that  the  hospital  admin- 
istration and  medical  staff  are  not  as  concerned  as 
they  should  be  about  the  kind  of  treatment  the  pa- 
tient gets  before  he  arrives  at  the  hospital.  In  answer 
to  the  question  “Do  you  think  the  level  of  proficien- 
cy of  ambulance  attendants  is  adequate,”  91  said 
yes.  This  in  spite  of  the  fact  that  an  abnormally  high 
percentage  of  the  attendants  are  not  properly 
equipped  or  trained. 

Shortwave  radio  communication  between  dis- 
patchers, ambulances  and  hospitals  is  a vital  element 
of  the  emergency  medical  care  system.  Even  so,  the 
survey  revealed  that  only  121  ambulances  and  29 
hospitals  had  radios,  and  these  were  using  so  many 
different  frequencies  that  a major  part  of  the  value 
of  having  radios  was  lost. 

Study  Commission 

After  studying  the  preliminary  report.  Governor 
Carter  appointed  a Study  Commission  on  Emergen- 
cy Medical  Services  and  named  Carl  Jelenko,  III, 
M.D.  as  Chairman.  Other  members  appointed  to  the 
Commission  were  Lyndon  Beall,  Department  of 
Public  Health;  Bob  Bock,  Independent  Insurance 
Agents;  Tom  Callaway,  Association  County  Com- 
missioners; Jeanne  Collier,  Bureau  of  Planning  and 
Community  Affairs;  Joe  M.  Harris,  Municipal  Asso- 
ciation; Glenn  M.  Hogan,  Georgia  Hospital  Associa- 
tion; Edmund  W.  Hughes,  Georgia  Safety  Council; 
Senator  W.  W.  (Bill)  Fincher,  Jr.,  and  Representa- 
tive Virgil  T.  Smith. 

A summary  of  findings  and  recommendations  was 
submitted  by  the  Commission  to  Governor  Carter 
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in  December.  Governor  Carter  reviewed  the  report 
and  in  a letter  to  the  Commission  Chairman  stated 
that  “Because  of  the  importance  of  this  problem  I 
have  decided  to  stay  personally  involved  in  the  im- 
plementation of  the  needed  changes.”  He  appointed 
two  of  his  assistants  to  the  project  and  the  outlook 
for  improvement  of  emergency  services  in  Georgia 
became  brighter  than  ever  before  in  history. 

The  Study  Commission  indicated  that  the  single 
most  urgent  need  was  legislation  regulating  ambu- 
lance operators  and  attendants  in  Georgia.  Such  leg- 
islation had  been  submitted  to  previous  legislatures 
but  had  failed  on  two  prior  occasions.  An  ambulance 
bill  was  currently  under  consideration  by  elements 
of  the  General  Assembly  which  would  require  that 
all  ambulances  be  licensed;  that  they  be  equipped 
to  splint  fractures,  control  hemorrhage,  administer 
suction  and  oxygen.  Further,  ambulance  attendants 
would  under  the  proposed  legislation  be  required  to 
have,  as  a minimum,  standard  and  advanced  first  aid 
training. 

Funds  Recommended 

A second  recommendation  was  that  $67,500  be 
provided  for  instructor  training  and  the  purchase  of 
medical  training  aids  for  the  instruction  of  ambu- 
lance attendants  and  emergency  room  technicians. 
The  Department  of  Education  through  Area  Tech- 
nical Schools  located  throughout  the  State  using 
these  funds  and  material  in  cooperation  with  the  De- 
partment of  Public  Health  would  undertake  this  edu- 
cational effort. 

It  was  recognized  that  funds  would  be  required 
to  assist  in  the  purchase  of  ambulances  and  other  es- 
sential emergency  equipment  for  those  communities 
in  which  funeral  directors  currently  operating  am- 
bulance services  ceased  operations  upon  passage  of 
the  ambulance  statute.  It  was  recommended  to  the 
Governor  that  $400,000  in  State  funds  be  made 
available  for  the  Department  of  Public  Health  to  pay 
50  per  cent  of  the  local  share  of  such  purchases.  The 
remaining  funds  would  be  supplied  by  Federal  mon- 
ies; and  at  such  time  as  Federal  funds  were  exhaust- 
ed State  funds  would  assume  75  per  cent  of  the  total 
cost.  Thus,  counties  would  be  required  to  pay  a 
maximum  of  only  25  per  cent  of  the  total  cost  of 
their  equipment  requirements. 

It  was  further  recommended  that  an  increase  of 
$2.00  be  authorized  in  the  annual  fee  for  licensing 
of  motor  vehicles.  This  money,  which  is  the  price  of 
five  gallons  of  gasoline  per  year,  would  provide  5.6 
million  doUars  which  would  be  used  to  help  ambu- 


lance services  with  the  costs  of  operating  ambulance 
services.  This  money  would  provide  long-range  State 
aid  for  ambulance  operations. 

Recommended  Legislation 

It  was  pointed  out  that  no  current  requirement  ex- 
isted for  reexamination  of  drivers  with  regard  to 
their  changing  visual  acuity.  It  has  been  determined 
that  there  are  currently  some  159  drivers  legally  li- 
censed to  operate  motor  vehicles  in  Georgia  who  are 
legally  blind!  It  was  recommended  that  legislation 
be  adopted  to  require  an  eye  examination  of  all 
drivers  every  four  years. 

The  Georgia  drivers’  license  permitted  an  operator 
to  drive  any  motor  conveyance.  It  was  recognized 
that  the  tremendous  increase  in  motorcycle  traffic 
and  resulting  motorcycle-related  deaths  might  be  due 
in  large  part  to  licensed  drivers  who  are  not  aware 
of  the  proper  management  of  their  machines.  It  was 
therefore  recommended  to  the  Governor  by  the 
Commission  that  legislation  be  adopted  to  require 
a test  to  demonstrate  the  ability  of  the  prospective 
licensee  to  operate  each  separate  type  of  vehicle  he 
desires  to  operate  before  being  licensed  to  drive  it. 

Finally,  the  Commission  recognized  that  many 
drivers  were  habitual  offenders  in  moving  violations 
and  had  had  their  licenses  suspended  over  and  over. 
Many  of  these  individuals  continued  to  drive  and  to 
be  involved  in  repetitive  incidents.  To  solve  this,  it 
was  recommended  that  a habitual  offender  statute 
be  inacted.  Such  a statute  would  provide  that  any- 
one who,  during  a 10  year  period  was  convicted  of 
three  major  moving  violations  or  15  minor  moving 
violations,  would  have  his  license  suspended  and  if 
caught  driving  with  suspended  license,  be  subjected 
to  a jail  sentence.  It  was  further  recommended  that 
the  penalties  be  mandatory. 

Physician  Assistants 

Finally,  it  was  recommended  that  enabling  legisla- 
tion be  developed  jointly  by  the  Medical  Association 
of  Georgia  and  the  Board  of  Medical  Examiners  and 
the  Georgia  Department  of  Public  Health  to  allow 
the  use  of  physician’s  assistants  in  areas  of  the  State 
where  medical  professional  service  is  not  readily 
available. 

At  its  annual  legislative  session,  the  Georgia  Leg- 
islature was  presented  and  enacted  five  major  pieces 
of  legislation  which  addressed  themselves  to  the 
problems  set  forth  above  and  recommended  by  the 
Governor  and  supported  by  MAG  and  by  the  Gov- 
ernor himself.  The  Ambulance  Bill,  HB-370,  was 
enacted  into  law  and  becomes  effective  January  1, 
1973.  It  essentially  accomplishes  all  the  require- 
ments outlined  earlier.  A visual  re-examination  stat- 
ute was  passed  which  will  require  visual  re-examina- 
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tion  of  all  drivers  at  renewal  of  their  license  on  a 
four-yearly  basis.  Visual  acuity  corrected  to  20/60 
is  required  of  all  drivers.  Driver  re-examination  is 
now  required  by  act  of  the  General  Assembly  for  li- 
censing to  operate  the  various  types  of  motor  ve- 
hicles in  the  State  of  Georgia.  A new  habitual  of- 
fender statute  has  now  been  enacted  which  embodies 
those  provisions  set  forth  above. 

And,  finally,  enabling  statutes  creating  the  para- 
professional  physician’s  assistant  and  defining  his 
sphere  of  operations  and  his  ability  to  work  for  a 
primary  care  physician  has  been  passed  into  law  by 
the  General  Assembly. 

Fund  Negotiations 

The  Governor  is  currently  negotiating  in  two 
areas  to  make  available  sufficient  funds  for  the 
State’s  share  in  vehicle  purchase;  monies  for  Emer- 
gency Medical  Technician/ Ambulance  training  in 
the  Area  Technical  Schools  have  been  made  avail- 


able and  this  training  is  now  in  progress — to  be  in 
13  area  technical  schools  by  autumn;  and  it  is  prob- 
able that  enabling  legislation  for  modification  of 
Georgia  Code  Section  92-2902  to  provide  for  the 
$2.00  increase  in  annual  vehicle  licensing  fees  will 
go  forward  at  the  next  meeting  of  Legislature.  The 
monies  generated  from  the  latter  will  provide  ap- 
proximately $12,000  for  the  operational  costs  of 
each  licensed  ambulance  in  the  State  of  Georgia. 

The  future  of  improvement  in  emergency  service 
delivery  in  Georgia  looks  bright.  Certainly,  a legis- 
lative session  in  which  the  batting  average  is  1000 
is  encouraging!  However,  it  is  recognized  that  much 
remains  to  be  done.  The  continued  effort,  thought, 
and  devotion  of  all  physicians  and  individuals  in- 
terested in  the  health  and  welfare  of  the  people  in 
the  State  of  Georgia  are  essential  in  keeping  the  fu- 
ture as  bright  as  the  present — and  as  bright  as  its  po- 
tential appears  to  be! 

Medical  College  of  Georgia 


HIGHLIGHTS  OF  EXECUTIVE  COMMITTEE  OE  COUNCIL 

June  19,  1972 


Appointments:  H.  Duane  Blair,  DeKalb  County, 
Chairman,  Communications  Committee’s  Subcommittee 
on  County  Society  Leadership  Conference  (MAGNET) ; 
G.  Wayne  Bohanan,  Macon,  Chairman,  Communica- 
tions Committee,  Subcommittee  on  Liaison  with  News 
Media,  L.  C.  Buchanan,  Decatur,  GRMP  Regional  Ad- 
visory Group;  F.  W.  Dowda,  Atlanta,  GRMP  Steering 
Committee;  F.  G.  Eldridge,  Valdosta,  Chairman  of 
Finance;  Albert  M.  Davis,  Atlanta  and  Walter  S.  Dun- 
bar, Atlanta,  nominated  for  Workmen  Compensation 
Board  vacancy.  Internal  Medicine-Diseases  of  the 
Chest;  Robert  E.  Perry,  Jr.,  Brunswick  and  John  T. 
Godwin,  Atlanta,  nominated  for  the  Workmen  Com- 
pensation Board  vacancy.  Pathology. 

Dates  of  MAG  Conferences  and  Seminars:  Com- 
mittee Conclave,  August  12-13,  1972;  MAG  New  Edu- 
cational Training  Conference  (MAGNET),  November 
11-12,  1972;  Socio-economics  Seminar,  January,  1973; 
Education  Conference,  February  22-25,  1973. 

MAG  Legal  Counsel-Podiatry:  Received  reports  in- 
dicating that  it  would  be  necessary  to  retain  Alston, 
Miller  and  Gaines,  to  handle  any  potential  Podiatry 
suits. 

Headquarters  Building  Expansion:  Reviewed  real 
estate  appraisal  and  concluded  that  it  would  not  be 
economically  feasible  at  this  time  to  continue  with  plans 
for  expanding  MAG  Headquarters  Building. 

EMCRO  Office  Space:  Approved  acquisition  of  of- 
fice space  in  First  National  Bank  Building  for  EMCRO 
Proiect. 

Foundation:  Received  report  of  recent  news  release 
on  activities  of  Georgia  Medical  Care  Foundation. 


Learned  that  negotiations  for  continuation  of  contract 
are  underway  between  the  Foundation  and  the  Depart- 
ment of  Human  Resources. 

Long  Range  Planning  Committee:  Received  report 
from  Chairman  indicating:  ( 1 ) Present  Council  dis- 
tricts should  be  retained;  (2)  Committee  appointments 
should  be  made  for  a two-year  period  and  each  com- 
mittee should  have  appointed  a Chairman,  Vice  Chair- 
man and  Secretary;  (3)  If  medical  students  are  to  be 
represented  in  House  of  Delegates  they  should  repre- 
sent entire  student  body  and  not  SAM  A;  (4)  That  there 
be  no  reduction  in  the  size  of  the  MAG  House  of  Dele- 
gates. 

Northside  Health  Care  Services:  Requested  Mr. 
John  Kiser,  Medical  Association  of  Atlanta  to  report  on 
the  EGA  proposal  for  development  of  health  care  de- 
livery systems  on  the  north  side  of  Fulton  County  at 
the  September  meeting  of  Council. 

Next  Meeting:  July  2,  1972,  9:00  a.m.,  MAG  Head- 
quarters Office. 

GENETIC  COUNSELING  SERVICE 

A clinic  devoted  to  preconceptional  genetic  counseling 
and  antenatal  cytogenetic  diagnosis  formally  began  at 
the  Medical  College  of  Georgia  on  July  5,  1972.  This 
clinic  meets  every  Wednesday  afternoon  in  the  Faculty 
Pavilion  1:00  p.m.  to  5:00  p.m.  Physicians  should  di- 
rect inquiries  regarding  this  service  to:  Paul  G.  Mc- 
Donough, M.D.,  Department  of  Obstetrics  and  Gyne- 
cology, Medical  College  of  Georgia. 
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Thickened  Gastric  Mucosal  Folds 

WILLIAM  WHITAKER,  M.D.,  and  GWYNNE  T.  BRUNT,  M.D.,  Atlanta- 


D R.  William  Whitaker:  This  is  the  case  of  a 
40-year-old  male  who  presented  with  a history  of 
epigastric  pain  for  a period  of  two  weeks.  The  pain 
was  relieved  by  antacid.  The  patient  had  noted 
weight  loss,  and  anorexia  associated  with  the  abdom- 
inal pain.  On  physical  examination,  a firm  mass  was 
palpated  in  the  left  hypochondrium.  This  is  a repre- 
sentative film  from  the  upper  G.I.  study.  Dr.  Brunt, 
would  you  comment  on  this  film? 

Dr.  Gwynne  Brunt:  The  most  striking  finding  on 
the  film  (Fig.  1 ) is  the  marked  hyper-rugosity  that 
is  plainly  evident  involving  the  fundus  and  extending 
along  the  greater  curvature  of  the  proximal  stomach. 
There  is  also  some  nodular  irregularity  along  the 
proximal  portion  of  the  lesser  curvature  as  well.  On 
this  film,  the  distal  antrum  appears  normal.  There 
is  evidence  of  peristalsis  going  through  the  distal 
stomach.  There  is  also  some  contrast  material  in  the 
colon  indicating  intestinal  hypermotility.  With  the 
clinical  history  as  presented,  in  association  with  a 
marked  hyper-rugosity  the  two  most  likely  possibili- 
ties are  lymphoma  and  some  form  of  Menetrier’s  dis- 
ease, which  is  giant  hypertrophic  gastritis  associated 
with  protein  loosing  gastropathy.  A less  likely  possi- 
bility would  be  a polypoid  infiltrating  carcinoma  of 
the  stomach.  On  the  basis  of  this  film  alone,  I don’t 
believe  1 could  differentiate  these  three  conditions. 

Dr.  H.  S.  Weens:  What  about  the  Zollinger-Elli- 
son  syndrome? 

Dr.  Brunt:  With  the  Zollinger-Ellison  syndrome, 
the  stomach  also  demonstrates  evidence  of  hyper- 
trophy of  rugal  folds,  but  I don’t  believe  that  the 
hypertrophy  would  be  to  this  degree.  The  proximal 
stomach  is  a little  too  rigid  to  me  to  suggest  some 
type  of  benign  lesion. 

Dr.  Weens:  Is  the  mucosa  of  the  duodenum  nor- 
mal? 


* From  a weekly  x-ray  conference,  Department  of  Radiology, 
Emory  University  School  of  Medicine,  Atlanta,  Georgia  30322.  The 
conference  material  has  been  edited  by  Doctors  J.  L.  Clements,  Jr. 
and  H.  S.  Weens. 


FIGURE  1 


Gastrointestinal  film  showing  marked  hyper-rugosity  of 
the  fundus  and  proximal  body  of  the  stomach. 

Dr.  Brunt:  The  duodenal  mucosal  pattern  appears 
normal.  The  Zollinger-Ellison  syndrome  is  charac- 
terized by  marked  gastric  hypersecretion  with  re- 
sultant chemical  enteritis  involving  the  duodenum 
and  proximal  jejunum  with  thickening  of  the  mu- 
cosal folds  in  the  duodenum  and  jejunum.  The  nor- 
mal mucosal  pattern  of  the  duodenum  and  proximal 
jejunum  would  tend  to  rule  out  the  possibility  of  the 
Zollinger-Ellison  syndrome.  1 suppose  there  are  rare 
infiltrative  processes  involving  the  stomach  which 
could  produce  this  degree  of  distortion  of  the  mu- 
cosal pattern.  The  conditions  that  are  related  to 
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lymphoma,  of  course,  could  look  like  this,  such  as 
reticulum  cell  sarcoma  or  other  sarcoma. 

Dr.  Whitaker:  This  patient  had  a reticulum  cell 
sarcoma  diagnosed  in  the  tonsilar  fossa  approximate- 
ly one  year  ago.  There  was  also  evidence  of  involve- 
ment of  the  cervical  and  mediastinal  lymph  nodes. 
The  patient  has  received  radiation  therapy  to  this 
area.  This  was  indeed  reticulum  cell  sarcoma  of  the 
stomach,  proved  by  biopsy  taken  through  the  gastro- 
scope. 

Dr.  James  Peters:  How  well  does  reticulum  cell 
sarcoma  of  the  gastrointestinal  tract  respond  to  radi- 
ation therapy? 

Dr.  Miguel  Bozzini:  When  confined  to  the  stom- 
ach and  not  generalized,  reticulum  cell  sarcoma  car- 
ries a good  prognosis  with  radiation  therapy  with  or 
without  combined  surgery.  The  prognosis  is  as  good 
as  with  reticulum  cell  sarcoma  confined  to  bone  or 
the  oral  pharynx.  A 40  per  cent  to  50  per  cent  five- 
year  survival  can  be  expected. 

Dr.  Weens:  It  is  frequently  very  difficult  to  dif- 
ferentiate infiltrating  lymphoma  or  Hodgkin’s  dis- 
ease on  one  hand,  and  the  so-called  Menetrier’s  dis- 
ease on  the  other.  Occasionally,  one  sees  a patient 
with  giant  rugal  folds  in  the  stomach,  who  undergoes 
surgery  and  no  disease  is  found  in  the  stomach  on 
gross  inspection  or  histological  section.  We  really 
don’t  know  what  accounts  for  this. 

Comment 

The  differential  diagnosis  of  large  gastric  rugal 
folds  is  quite  difficult  for  the  radiologist  since 
marked  thickening  of  the  rugal  folds  may  be  associ- 
ated with  benign  or  malignant  diseases,  and  in  some 
individuals  represent  a normal  finding.  The  most 
likely  diagnostic  possibilities  when  this  pattern  is 
demonstrated  on  gastrointestinal  studies  include  lym- 
phoma, carcinoma,  gastritis  and  giant  mucosal  hy- 
pertrophy. 

Menetrier’s  disease  is  characterized  by  hyper- 
trophy of  the  mucosa  of  the  stomach,  which  may  be 
localized  or  generalized.  In  this  condition,  the  gastric 
glands  in  the  involved  area  are  increased  and  there 
is  edema  and  inflammation.  This  condition  is  often 
associated  with  hypoprotinemia  due  to  albumin  loss 
through  the  affected  mucosa.  This  condition  is  rare 
but  should  be  considered  in  the  differential  diagnosis 
of  gastric  rugal  hypertrophy. 

Emory  University  School  of  Medicine 
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LETTER  TO  THE  EDITOR 

FELLOW  PHYSICIANS: 

I have  only  a few  words  to  say  which  I hope  that 
you  will  read  and  consider. 

Federal-Socialized  medicine  is  progressing  at  a ma- 
lignant rate  and  it  is  my  belief  that  the  traditional  prac- 
tice of  medicine  and  the  doctor-patient  relationship  is 
being  changed  quickly  and  dramatically  not  by  local, 
state  or  federal  legislation,  but  by  increasing  controls 
by  third  party  interference.  Insurance  controls  by  all 
carriers  have  become  frightening  and  are  resulting  in 
deception  of  the  patient  and  frustration  to  and  scape- 
goating of  the  physician.  I urge  that  all  doctors  speak 
out,  write  and  oppose  the  following  in  medical  societies, 
specialty  societies,  and  in  your  representatives  to  state 
and  federal  governments. 

1.  Refuse — Medicare  consignments.  The  new  law 
sets  physician  fees  and  then  reduces  fees  regardless  of 
the  patient  care  or  responsibility  rendered.  This  will 
result  in  degrading  medical  care  for  the  elderly. 

2.  Refuse — The  Blue  Cross-Blue  Shield  Federal  Em- 
ployees contract  form  (FP-38)  or  any  other  insurance 
company  (carrier)  form  or  forms  which  attempt  to  con- 
trol utilization  or  prior  approval  plans. 

3.  Refuse — The  generalization  of  Federal  control 
over  Hill-Burton  Hospitals  which  attempts  to  set  fees, 
hospital  utilization  and  requirements  for  admission. 
This  would  bankrupt  hospitals  or  significantly  increase 
hospital  rates  of  paying  patients. 

4.  Refuse — The  2.5  per  cent  maximum  fee  increase 
“allowed”  physicians  with  the  understanding  that  almost 
all  small  businesses  are  now  free  of  strict  controls  by 
the  Price  and  Wage  Commission. 

I tire  of  being  manipulated,  threatened,  harassed  and 
tormented  by  an  adversary  that  I cannot  see  or  if 
named,  transmutes  itself  into  a multitude  of  names, 
eommittees  and  agencies  with  none  assuming  respon- 
sibility to  me  but  eaeh  requiring  greater  responsibility 
fronr  me.  My  patients  are  discriminated  against  because 
they  are  sick.  I am  discriminated  against  because  I am 
a Doctor  of  Medicine. 

Clyde  B.  Rountree,  M.D. 

Decatur,  Georgia 
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A thought-provoking  discussion  of 
trends  in  onr  modern  civilization. 


Special  Article 

So  Whafs  Wrong  With  the  Cave  Man? 

MELVIN  ANCHELL,  M.D.,  ABFP,  ASPP,-  Los  Angeles 


HEN  15-year-old  Harold  started  experiment- 
ing with  marijuana,  his  parents  sent  him  to  me  for 
counseling.  He  was  an  intelligent  youngster,  with  an 
adolescent’s  natural  curiosity.  My  capacity  was  that 
of  family  physician  and  friend,  with  teenagers  of  my 
own  as  well  as  extensive  clinical  experience  with  the 
hippie  generation,  both  hardcore  and  experimentive. 

In  discussion  with  Harold  I asked  as  well  as  an- 
swered questions  and  presented  facts  for  mutual  con- 
sideration, leading  Harold  to  formulate  his  own  con- 
clusions. 

“The  way  I understand  it.  Dr.  Anchell,”  he 
summed  up,  “is  that  fooling  around  with  drugs  and 
like  that — well,  you  go  backwards — retrogress — 
right?”  At  my  nod,  he  continued,  “so  you  go  on  like 
that  and  you  wind  up  no  better  than  a cave  man.  So 
who  wants  it?” 

Harold  proved  to  be  more  astute  than  his  English 
teacher,  in  whose  class  he  used  his  new  argument 
against  drugs  as  the  theme  for  a paper.  After  read- 
ing it  aloud  in  class,  Harold  looked  up  expectantly 
for  approval. 

“So  what’s  wrong  with  the  cave  man?”  was  the 
instructor’s  deflating  comment. 

Confused,  Harold  was  belligerent  when  he  report- 
ed the  incident  to  me.  “So  how  do  you  answer  a 
teacher  with  a question  like  that?”  he  demanded. 

How  do  you? 

What  is  wrong  with  the  cave  man? 

Frame  of  Reference 

As  the  admen  and  academicians  say,  it  all  de- 
pends upon  the  frame  of  reference. 

There  is  nothing  wrong  with  the  cave  man  in  his 
proper  place.  In  his  primal  environment,  he  was  emi- 
nently adapted  for  survival.  Adaptations  of  the  cave 


* Member  American  Society  of  Psychoanalytic  Physicians. 

* Dr.  Anchell  appeared  as  a guest  speaker  at  the  118th  Annual 
Session  of  the  Medical  Association  of  Georgia,  May  11-14,  1972. 


man  are,  however,  pitiably  inadequate  for  coping 
with  the  challenges  of  twentieth  century  life.  They 
are  as  inappropriate  as  flailing  a club  at  a jetliner 
streaking  through  the  stratosphere. 

When  the  cave  man  lived,  his  survival  in  a hostile 
natural  environment  necessitated  using  instinctual 
energies  in  the  most  direct  manner.  He  killed  for 
food.  He  attacked  any  creature,  human  or  otherwise, 
interfering  with  his  immediate  wants.  He  mated  at 
random. 

Gradually,  he  learned  the  protective  value  of 
group  living  and  a primitive  culture  developed.  Indi- 
viduals banded  together  under  the  rule  of  the  strong- 
est male,  a patriarch  who  enforced  his  authority  : 
ruthlessly  over  weaker  males  and  females.  In  these  i 
communes,  individuality  in  personalities  was  not  tol-  ■ 
erated.  Members  took  on  average  characteristics. 
Complete  allegiance  to  each  other  tied  the  com-  ■ 
munalists  together.  The  repressed  hostility  and  com- 
petition between  members  was  vehemently  vented  : 
toward  all  others  outside  the  group. 

Social  Evolution 

With  the  evolution  of  the  social  order  tribes  ; 
merged  to  form  the  town,  city-state,  kingdom,  the  i 
empire  and  finally  the  social  order  which  we  now  ' 
call  modern  civilization.  There  were,  also,  mental  ’ 
changes. 

Every  stage  of  cultural  growth  has  come  about  ' 
through  the  civilized  control  of  raw  primitive  mental  ‘ 
energies.  Primarily,  from  the  control  of  the  individu- 
al’s aggressive  and  physical  sex  energies,  civilization 
developed  and  the  human  mind  acquired  a personal 
and  social  conscience. 

The  conscience,  man’s  newest  adaptation  for  sur-  . 
vival,  is  still  in  the  process  of  developing.  This  new 
part  of  the  mind  has  overlaid  the  earlier  instincts  and 
has  qualified,  but  not  eliminated,  their  expression. 

The  most  personal  manifestation  of  the  conscience 
is  in  the  development  of  a compassionate  and  mo- 
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nogamous  love  between  man  and  woman.  This  rela- 
tionship finds  its  highest  expression  in  a marriage  of 
“two  halves  that  make  a whole,”  each  finding  in  the 
other  complete  fulfillment — psychological  as  well  as 
physical — in  an  intimacy  which  they  cherish  strictly 
for  themselves,  guarding  it  zealously  from  any  out- 
side intrusion. 

The  new  survival  instinct  of  conscience,  embody- 
ing affectionate  love  and  compassion,  is  as  totally 
lacking  in  the  new-horde  subculture  of  today  as  it 
was  in  the  Neanderthal  man. 

Pursues  Destruction 

Today’s  neo-cave  men  are  pursuing  a course  of 
self-destruction.  Their  subculture,  developing  with 
alarming  rapidity,  is  a psychological-retrogression 
to  the  primitive  horde  culture.  In  relation  to  the  civ- 
ilized society  within  which  it  flourishes,  the  neo- 
horde subculture  is  parasitic  and  cancerous. 

Granted  that  civilization  is  not  perfect;  but  these 
imperfections  cannot  be  corrected  by  psychologically 
reverting  to  the  cave  man  behavior.  Yet  there  are 
those,  from  the  murderous  Manson  to  Harold’s 
moeking  instructor,  who  blindly  advocate  the  cave 
man  technique  today.  In  this  frame  of  reference,  it 
is  a technique  of  extinction — not  survival. 

The  natural  cave  man  did  not  need  a conscience 
to  survive  in  his  primal  environment.  Today’s  human 
does. 

The  Degeneration  Gap 

During  the  period  of  adolescence,  between  13  and 
21,  dependency  of  childhood  progresses  into  the  per- 
sonal independence  of  the  adult.  The  normal  “ado- 
leseent  rebellion”  against  family  authority  arises 
from  this  inherent  urge  to  assert  independence  and 
prove  oneself  an  adult. 

It  is  a difficult  period  for  both  parents  and  off- 
spring. But  if  benevolent  authority,  mutual  respect 
and  affectionate  understanding  have  been  previously 
established,  there  need  be  no  communication  gap. 

The  exaggerated  “generation  gap”  that  is  so  high- 
ly publieized  today  is,  in  some  cases,  no  doubt  the 
fault  of  overly  authoritarian  or  overly  permissive 
parents  and  society. 

However,  my  own  clinical  experience  places  the 
greatest  blame  upon  the  premature  seduction  of  chil- 
dren by  socially  sanctioned  pornography,  not  only 
in  the  entertainment  media,  but  even  more  in  the 
schools  under  the  guise  of  “sex  education.”  “K-I2” 
(Kindergarten  through  12th  Grade)  sex  educational 
materials,  presented  under  the  respected  authority 
of  the  sehools  to  captive  young  audiences,  have  an 
effect  on  the  child’s  mind  equivalent  to  seduction  by 
a child  molester. 


Sex  Education  Victims 

I have  examined  these  materials  and  I number 
among  my  patients  many  of  their  victims.  In  fact, 
it  is  the  victims  of  this  so-called  “advanced  sex  edu- 
cation”— as  well  as  those  who  have  been  constantly 
assaulted  by  mass  media  (television,  motion  pic- 
tures, pornographic  publications)  portraying  raw  sex 
— who  are  retrogressing  into  the  neo-horde  subcul- 
ture that  is  poisoning  our  society. 

The  six  to  12  year  old  has  little  or  no  interest  in 
the  praetical  realities  of  sex.  Children’s  questions  on 
this  subject  should  be  answered  honestly  and  to  the 
point,  without  going  beyond  the  information  request- 
ed. To  force-feed  these  young  minds  with  factual 
portrayals  of  sexual  matters  beyond  their  needs — as 
the  advocates  of  pornographic  pseudo  “sex  educa- 
tion” are  doing — is  to  stunt  their  natural  develop- 
ment. Childhood  fantasies  remain  unfulfilled,  thirst 
for  knowledge  and  creativity  dries  up  and  affection- 
ate feelings  fail  to  develop.  In  a tragically  increasing 
number  of  cases  irreparable  harm  results  making  a 
mature  sexual  maturation  impossible. 

When  a child  becomes  unduly  exposed  to  the  gen- 
ital sex  act  or  other  premature  sexual  activities,  sex- 
ual growth  is  usually  stunted.  Later  in  life  unre- 
solved childhood  sensual  pleasures  are  relied  upon 
to  meet  sexual  needs.  The  constant  assault  of  por- 
nography, under  whatever  name — erotica,  entertain- 
ment, education — has  the  same  traumatic  effect  as 
a direct  physical  assault. 

Thus  are  created  the  perverted  recruits  who  are 
swelling  the  ranks  of  today’s  neo-horde  subculture. 
Its  members  are  psychological  and  emotional  infants 
in  physically  mature  bodies. 

Their  infantile  attitude  is  evident  in  their  desire 
for  a life  without  social  restrictions  or  obligations, 
their  demand  and  dependency  on  others  for  supply- 
ing their  material  needs.  What  these  neo-cave  men 
really  want  is  the  illusory  “freedom”  to  express  inner 
desires  in  the  manner  of  the  cave  man,  complete 
with  food  stamps  and  other  conveniences  of  the  civ- 
ilized society  which  they  profess  to  scorn. 

Immature  Sex  Life 

Their  arrested  development  is  also  manifest  in 
their  immature  sex  life.  The  earliest  oral  and  anal 
stages  of  pleasure  are  apparent  in  their  oral/ genital 
activities  and  their  relish  of  obscene  language.  The 
flaunting  of  nudity  harks  back  to  childish  exhibition- 
ism and  voyeurism.  Masturbation,  natural  in  early 
puberty,  is  prevalent  among  these  young  adults — 
solitary,  in  pairs  and  in  groups.  When  they  mate  in 
the  mechanical  gestures  of  copulation,  it  is  merely 
intra-vaginal  masturbation,  completely  lacking  in  the 
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affectionate  component  of  mature  sex.  The  practices 
of  “group  sex,”  homosexuality,  bisexualism  and  oth- 
er sexual  perversions  represent  the  distorted  maturity 
of  the  sexually  stunted. 

Such  is  the  physical  tragedy  of  these  people  with 
adult  bodies  and  infantile  emotions.  The  psycholog- 
ical tragedy  is  even  greater.  Although  arrested  in  its 
natural  development,  the  complex  mental  apparatus 
of  the  twentieth  century  man  remains  part  of  their 
natural  equipment  from  birth.  The  released  force  of 
unrepressed  primitive  urges  may  overwhelm  the  con- 
trol of  the  conscience  but  the  conscience  cannot  be 
obliterated.  The  conscience  and  the  stages  through 
which  it  developed  are  there,  and  are  fighting  for 
dominance  in  a desperate  effort  to  function  for  the 
current  survival  of  the  human  being.  This  subcon- 
scious struggle  in  the  minds  of  neo-horde  members 
creates  unbearable  tensions  which  are  variously  re- 
solved by  submergence  into  psychopathic  behavior, 
resort  to  drugs,  or  suicide — all  too  frequently  in  suc- 
cessive steps. 

Suicides  Increase 

The  growing  suicide  rate  among  teenagers  and 
young  adults  in  our  society  attests  to  the  self-de- 
structive effect  of  the  neo-horde  subculture.  So  does 
the  increasing  prevalence  of  drug  addiction,  which 
is  merely  a slower  form  of  suicide.  Used  as  an  escape 
from  the  tensions  created  by  the  subconscious  con- 
flict between  primal  instincts  and  the  conscience, 
drugs  also  supply  fantasies  that  serve  as  a substitute 
for  those  of  the  six  to  12  year  old  period,  of  which 
these  victims  of  early  pornographic  seduction  were 
deprived.  It  is  a desperate  but  futile  effort  of  the  ego 
to  retrieve  its  natural  pleasure  from  preteen  sexual 
fantasies. 

Alienation — the  dissociation  of  the  individual 
from  society — is  largely  the  result  of  interference 
with  the  natural  processes  of  sexual  development 
from  childhood  into  maturity.  Today’s  “sexperts” 
like  to  attribute  alienation  to  “Victorian  hangups” 
due  to  ignorance  of  sexual  matters.  But  the  results 
of  sexpert-fostered  “sex  education”  and  pornography 
belie  this  diagnosis.  The  mass  dissemination  and 
forced  feeding  to  children  of  raw  sex  are  making 
alienation  from  family  and  religion  practically  en- 
demic in  sexually  overstaffed  youths. 

Members  of  the  neo-horde  subculture  are  alienat- 
ed from  the  social  truths  and  personal  needs  of  a 
civilized  community.  Responding  to  the  horde  psy- 
chology, they  band  together  under  the  leadership  of 
a dominant  and  domineering  leader.  Autocratic  and 
ruthless,  he  demands  absolute  allegiance  and  is  con- 


cerned for  only  himself.  Primitive  emotions  and 
brute  force,  embodied  and  even  defied  in  the  leader, 
typify  the  horde.  There  is  no  tolerance  of  individual 
thought.  The  individual  is  completely  submerged  in- 
to a mindless  group.  Such  qualities  as  kindness,  com- 
passion and  affection  for  others  outside  the  group 
are  regarded  as  weakness.  Completely  egocentric, 
the  horde  leader  is  concerned  only  for  his  own  needs 
and  desires. 

Subculture  Example 

The  Manson  murders  are  the  most  notorious  ex- 
ample of  the  effect  of  the  current  neo-horde  subcul- 
ture in  American  society.  True,  this  is  one  of  the 
more  extreme  cases.  However,  the  fact  that  this  ret- 
rogressive psychological  disease  can  spread  in  its 
most  virulent  form  to  infect  entire  societies  is  already 
established  by  such  international  precedents  as  Der 
Fiihrer  Hitler  and  his  Nazis,  Stalin’s  “cult  of  person- 
ality” in  the  USSR,  Mao  Tse-Tung’s  deification  in 
Red  China.  Hitler’s  murders  number  some  6,000,-  | 
000  German-Jews;  Stalin’s  “Great  Purge”  brought  | 
death  to  many  millions  of  Russians;*  without  offi-  I 
cial  tabulation,  the  death  purges  of  Mao  Tse-Tung’s 
Red  China  are  believed  to  exceed  those  of  Stalin. 
Horde  enthusiasts  fall  so  completely  in  love  with  ■ 
their  ideologies  that  there  is  no  affection  left  over  for  ; 
people.  These  socio-political  idolaters  are  devoid  of  j 
compassion.  Without  compunction,  fellow  humans  | 
are  slaughtered  in  the  name  of  “social  progress.”  j 

It  might  be  interesting  to  note  here  that  whenever  ■ 
this  type  of  leader  seeks  to  establish  power— within  i 
his  own  sphere  or  that  of  others — his  first  step  is  to  j 
tear  down  social  and  family  structures  and  values,  ! 
and  create  a horde  situation.  Unnatural  in  civilized  I 
society,  this  psychological  regression  breeds  anarchy.  ■ 
and  anarchy  begets  dictatorship.  Once  a society  is  j 
destroyed  and  a dictator  secures  control,  strict  rules  ^ 
and  regulations  are  applied  to  those  vanquished. 
The  dictator  and  his  horde  subjects  then  employ  ; 
their  disruptive  tactics  against  other  societies  toward 
an  extension  of  power.  ■ 

No  country  or  people  is  immune  to  this  process. 
Horde  ideologies  find  adherents  even  in  enlightened 
democracies.  At  first  glance  and  from  a distance,  the 
absolute  dictatorship  of  a horde  leader  may  appear 
more  efficient  than  the  new  evolutionary  process  of  I 
human  self-government.  But  as  man’s  new  survival  | 
instinct  of  conscience  has  developed  increasing  ,| 
strength,  horde-type-dictatorships — in  their  attempt  'j 
to  reverse  the  progress  of  human  society — are  prov-  i 
ing  to  be  self-destructive.  Hitler  and  his  Nazis  invit- 
ed their  own  destruction,  as  did  the  other  dictatorial 
Axis  powers,  from  within  as  well  as  from  without. 

* Encyclopaedia  Britannica,  1972  Edition. 
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Under  pressure  of  the  people,  disintegration  of  the 
dictatorship  in  Russia  is  becoming  increasingly  ap- 
parent.* There  are  even  early  signs  of  a similar 
process  starting  in  mainland  China.  Whether  the 
cure  can  proceed  faster  than  the  disease  remains  to 
be  seen.  If  not,  the  neo-horde  lemmings  of  today 
could  carry  a large  part  of  the  world  along  with 
themselves  in  the  plunge  to  destruction. 

Battle  for  Survival 

Fortunately,  in  America  the  control  of  this  disease 
is  still  possible.  But  the  time  to  act  is  NOW. 

When  I refer  to  the  neo-horde  culture  as  a psy- 
chological disease  of  modern  society,  I am  speaking 
from  a medical  rather  than  a political  viewpoint.  It 
does  not  matter  whether  it  is  called  an  “ism”  or  a 
cult  or  is  nameless.  As  a physician,  my  criterion  is 
what  is  natural  versus  what  is  unnatural — what  sus- 
tains life,  as  opposed  to  what  destroys  life. 

It  is  my  conviction  from  clinical  experience,  ob- 
servation and  research  that  today’s  neo-horde  sub- 
culture in  our  country  is  destructive,  not  only  of  its 
own  members,  but  also  of  the  civilized  society  on 
which  it  feeds. 

If  I sound  like  an  alarmist,  that  is  my  intention. 
An  infectious  disease,  if  neglected  while  it  is  still 
controllable,  can  grow  to  epidemic  proportions  and 
become  a devastating  plague.  This  applies  on  the 
psychological  as  well  as  the  physical  plane. 

Public  Alarm 

There  is  justifiable  public  alarm  today  about  the 
increasing  prevalence  of  venereal  disease,  especially 
among  our  young  people — although  the  percentage 
infected  is  still  a minority  of  the  population.  The 
same  is  true  of  cancer.  A great  amount  of  energy 
and  money  is  being  expended  in  the  effort  to  control 
and  eventually  eradicate  these  diseases.  Can  we  af- 
ford to  be  any  less  concerned  about  the  cancerous 
psychological  venereal  disease  that  is  on  the  increase 
(especially  among  our  young  people),  although  the 
percentage  of  these  cases,  too,  is  in  the  minority? 

The  clinical  histories  of  many  young  patients  that 
come  into  my  office  reveal  a pattern  of  the  influence 
upon  the  natural,  healthy  culture  of  today’s  youth 
by  the  diseased  subculture.  Part  of  the  infantile  psy- 
chology of  the  horde  is  its  screaming  for  attention. 
Like  infants,  they  protest  loudly  if  creature  comforts 
and  wants  are  not  forthcoming  immediately.  Horde 
substandards  are  spread  abroad  and  arouse  respon- 
sive primitive  urges  within  the  psyches  of  the  looking 
and  listening  audience.  Reactions  can  vary  from  ex- 


1 * An  example  is  the  increasini’ly  widespread  underground  circula- 

' lion  inside  Russia  of  "The  Rinhl  To  A Conscience"  hy  Sikolai  Khok- 
-I  hloY  (Possev-Verlaf;,  Frankfurt/ Main,  Germany)  since  its  first  piih- 
licalion  in  the  mid  1950’ s. 


perimentation  out  of  curiosity,  as  in  Harold’s  case, 
to  suicidal  despair.  Released  from  the  influence  of 
social  restraints,  primal  instincts  may  erupt  like  a 
destructive  geyser  which  is  almost  impossible  to  re- 
cap. The  struggle  of  the  conscience  to  regain  control 
without  the  help  of  society  can  be  devastating. 

Adults  as  well  as  adolescents  become  contaminat- 
ed. Young  intellectuals,  such  as  Harold’s  instructor, 
give  allegiance  to  horde-type  ideals  as  a result  of 
their  own  degradations.  Members  of  the  clergy  suc- 
cumb to  the  hippie  cult  as  a release  from  rigid  self- 
discipline,  disguising  this  compromise  with  con- 
science as  “freedom  of  the  new  truth.”  A certain 
coterie  of  psychiatrists — repudiating  Freud’s  concept 
of  total  sexuality — foster  the  neo-horde  subculture 
by  prescribing  a completely  physical  sex  orgasm  as 
the  cure-all  for  tensions  of  whatever  origin.  With 
this  as  an  excuse,  adult  and  mixed  youth-and-adult 
groups  indulge  in  sex  orgies  including  every  type  of 
perversion.  “Sexual  life”  comes  to  mean  engaging 
in  acts  producing  orgasm  and  emission  of  sexual 
substances — nothing  else. 

This  cancerous  condition,  this  psychological  vene- 
real disease,  is  spreading  throughout  all  strata  of  our 
society.  A great  deal  is  being  said  about  it,  but  no 
overall  effective  action  has  been  taken  to  control  it. 
Can  it  be  checked?  Is  there  a cure? 

Possible  Cure 

From  my  own  clinical  experience,  I believe  there 
is,  if  the  problem  is  approached  realistically.  There 
are  many  phases,  but  for  practical  purposes  only  the 
first  two  can  be  considered  here:  (1)  treatment  of 
those  already  infected  with  the  disease;  (2)  preven- 
tion of  its  spread. 

The  fallacy  of  the  theorists — professors,  psychol- 
ogists, university  and  government  officials,  social 
workers  et  al.  and  even  members  of  my  own  profes- 
sion— in  dealing  with  youthful  members  of  the  neo- 
horde subculture  is  their  assumption  that  the  horde 
cult  does,  indeed,  represent  social  progress.  It  does 
not.  One  must  remember  that  though  physically  ma- 
ture, members  of  the  horde  are  emotionally  children 
or  infants,  and  must  be  dealt  with  accordingly. 

Example 

Take  the  case  of  Florence,  for  example.  The 
daughter  from  an  influential,  affluent  family,  she 
was  brought  up  with  high  conventional  standards  in 
the  home  and  was  subjected  to  the  usual  mass  media 
fare  of  raw  sex  and  violence,  plus  “progressive”  sex 
education  at  school. 

By  the  time  she  came  to  me  as  a patient  at  age  1 7. 
Florence  had  been  on  drugs  for  two  years,  and  had 
become  a “pusher”  to  support  her  addiction.  She 
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had  sought  help  from  a local  psychiatrist,  who  told 
her  that  her  tensions  and  inner  conflicts  were  due  to 
the  fact  that  she  did  not  know  how  to  have  an  or- 
gasm. Since  a young  woman  does  not  usually  attain 
orgasm  before  her  twenties,  this  diagnosis  only  in- 
creased her  sense  of  frustration  and  inadequacy. 

For  six  months  1 treated  Florence,  trying  to  lead 
her  to  the  point  of  facing  her  basic  problems  and 
coming  to  grips  with  them.  Apparently  I helped  to 
dispel  some  of  her  distorted  views  on  sex,  but  I 
could  not  evoke  a rational  response  to  her  drug 
problem,  although  this  was  ostensibly  her  reason  for 
coming  to  me. 

“It  bothers  me  to  think,”  she  said.  “Thoughts 
trouble  me.”  The  fact  was,  I realized,  that  she  was 
afraid  to  come  off  drugs — afraid  to  face  reality  and 
independence.  She  had  retrogressed  to  such  a com- 
plete state  of  infantile  dependence  that  she  could  not 
cope  for  herself,  but  fled  to  the  pseudo-independent 
neo-horde  world. 

To  such  a world  there  is  no  intellectual  or  com- 
passionate approach.  One  might  as  well  try  to  reason 
with  a recalcitrant  child.  The  only  method  compre- 
hensible to  the  neo-horde  psychology  is  authoritarian 
— a strong  “spare  the  rod  and  spoil  the  child”  ap- 
proach. 

Florence  was  sentenced  by  the  court  to  a strict 
correctional  institution.  During  six  months  there  un- 
der strict  counseling,  she  began  to  grow  again  emo- 
tionally. The  transformation  in  this  girl  was  remark- 
able. Today  at  19,  she  is  a psychologically  improved 
young  woman.  She  has  given  up  drugs  and  meets  her 
inherent  feminine  psychological  needs  in  natural 
ways. 

I wish  that  every  such  case  would  respond  as  rap- 
idly and  as  satisfactorily  as  Florence.  Some  take 
longer;  some  are  so  hopelessly  retrogressed  that  they 
can  never  attain  full  maturity. 

Effective  Legal  Action 

In  severe  cases,  such  as  the  fanatic  followers  of 
a Manson-type  leader,  the  only  effective  recourse  is 
removal  of  the  leader — by  civilized  legal  means,  not 
by  the  cave  man  technique  of  mob  or  vigilante  ac- 
tion. True,  the  mills  of  the  law  grind  slowly,  but  they 
do  grind.  The  cost  of  the  long,  tedious  court  pro- 
ceedings in  the  Manson  murder  trial  is  deplorable; 
however,  any  summary  action  would  have  sustained 
Manson’s  pose  as  a martyred  messiah.  This  martyr 
image  would  not  only  have  strengthened  his  hold 
over  his  adherents,  but  would  also  have  extended  his 
influence  widely  into  the  broad  fringes  of  the  neo- 
horde subculture.  The  long  drawn-out  trial  has 
served  to  strip  Manson  of  his  self-image  and  reveal 


him  as  tne  homicidal  psychopath  that  he  is.  His 
“family”  has  disintegrated,  and  a wave  of  disgust 
and  horror  has  spread  throughout  the  subculture 
with  salutary  effect. 

The  Mansons,  the  Rap  Browns  and  their  ilk  rep- 
resent the  core  of  the  cancer,  which  must  be  re- 
moved by  skillful  surgery  or  cobalt  treatment.  As 
with  eancer,  however,  brutal  techniques  only  serve 
to  disseminate  the  disease  and  contaminate  the 
healthy  body  of  society. 

Violent  repressive  action,  as  well  as  the  opposite 
extreme  of  apathetic  permissiveness  and  neglect,  are 
equally  ineffective  and,  in  fact,  accelerate  or  intensi- 
fy the  infection.  To  be  effeetive,  control  must  be  ad- 
ministered with  benevolent,  nonviolent  but  inflexible 
authority,  so  unmistakably  strong  and  self-controlled 
that  it  engenders  respectful  obedience.  These  basic 
rules  apply,  whether  the  authority  be  parental,  medi- 
cal, or  civil. 

For  example,  as  reported  in  the  May  17,  1971, 
issue  of  Lije  magazine,  this  is  essentially  the  method 
used  by  Police  Chief  Jerry  Wilson  in  handling  some 
50,000  tumultuous  young  demonstrators  who  eon- 
verged  upon  Washington,  D.C.,  with  the  intent  of 
“closing  down  the  government.”  There  were  some 
tense  moments,  some  scattered  minor  violence  and 
disorders,  but  Washington  stayed  open  and  the  mob 
disbanded.  A few  of  the  mob  remained,  but  they  fell 
apart  without  their  horde  leaders. 

Nomdolent  Control 

In  the  great  majority  of  cases  within  the  neo- 
horde subculture,  drastic  measures  are  not  neces- 
sary. Members  of  a horde  are  preconditioned  to  re- 
gard kindness  and  compassion  as  weakness.  But, 
like  children,  they  respond  positively  when  chal- 
lenged to  show  that  they  must  behave  like  civilized 
people.  If  parents  and  teaehers  fail  to  elicit  this  re- 
sponse, the  challenge  can  be  posed  effectively  by  law 
enforcement  authorities,  as  has  been  demonstrated 
in  Palm  Springs,  California. 

In  recent  years  this  desert  oasis  has  been  discov- 
ered and  is  being  explored  by  increasing  numbers 
of  teenagers  and  young  adults,  especially  during 
school  vacations.  A climax  was  reached  several  years 
ago  when  a massive  rock  festival  was  seheduled 
nearby.  Swarms  of  young  rock-music  devotees  as- 
sembled. A debacle  ensued.  Caught  between  adult 
citizens  irate  at  the  invasion  of  uncontrolled  young- 
sters, law  enforcement  oflieials  had  a difficult  time 
restoring  and  keeping  the  peace.  But  they  learned 
a lot  about  dealing  with  young  people. 

By  the  time  the  next  vacation  invasion  occurred, 
they  were  prepared  with  what  has  proved  to  be  an 
effective  preventive  measure.  It  is  a four-page  fold- 
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er,  its  cover  depicting  the  popular  peace  symbol  with 
the  caption,  “Peace  Has  Its  Price.”  The  folder  spells 
out  “The  rules  that  keep  the  peace  in  Palm  Springs” 
in  language  that  today’s  unrestrained  youngsters  use 
and  understand. 

The  unquestionable  firmness  used  in  this  folder 
is  carried  out  in  word  and  action  by  Palm  Springs 
police  officers,  with  the  result  that  problems  of  dis- 
order are  few  and  far  between.  Hopefully,  and  ap- 
parently, young  people  thus  influenced  are  develop- 
ing a sense  of  civilized  responsibility.  The  natural 
and  therefore  ideal  place  for  such  training  to  be  ap- 
plied is  in  the  home. 

Benevolent  Firmness 

Children  need  the  sense  of  security  and  guidance 
provided  by  the  combination  of  parental  affection 
and  benevolent  firmness.  The  recurring  complaint 
of  many  an  undisciplined  adolescent  who  gets  into 
trouble  with  the  law  is,  “My  folks  never  did  care 
enough  about  me  to  tell  me  what  to  do.”  However, 
unless  standards  in  society  support  the  family  struc- 
ture, the  family’s  influence  will  be  nullified. 

The  hope  that  delinquent  young  adults  will  auto- 
matically become  good  parents  is  absurd.  The  sec- 
ond and  even  the  third  generation  of  the  neo-horde 
subculture  is  already  upon  us — from  beatnik  to  hip- 
pie to  yippie,  each  further  regressed  than  the  one  be- 
fore. As  the  outward  symbols  of  this  cult — long  un- 
tidy hair,  sloppy  clothes,  dirty  feet,  general  slovenly 
appearance  and  attitudes — are  adopted  by  more  and 
more  young  people  in  the  healthy  sector  of  society, 
it  is  inevitable  that  horde-type  ideals  will  also  pene- 
trate and  permeate,  especially  when  young  minds 
have  been  made  receptive  by  lowered  social  stan- 
dards sanctioning  pornography  and  violence. 

Sex  educators,  who  are  truly  interested  in  helping 
future  generations  develop  better  sex  habits  and  who 
are  not  endeavoring  to  vent  their  own  hangups  on 
innocent  students,  must  stop  putting  the  cart  before 
the  horse.  Instead  of  instructing  children  how  to 
have  orgasms,  they  should  endeavor  to  teach  them 
how  to  project  a part  of  self-love  into  love  for  others 
and  for  mankind  in  general.  In  such  a climate,  there 
need  be  no  fear  that  physical  love  will  have  difficulty 
in  finding  normal  expression. 

Maintain  Civilized  Values 

As  to  outward  symbols  of  dress,  each  generation 
develops  its  own.  To  raise  an  issue  about  the  cut  of 
hair  or  clothing  is  to  obscure  the  real  issue  of  basic 
values.  Let  fashions  vary  as  they  will.  There  is,  how- 
ever, truth  in  the  old  adage  that  “cleanliness  is  next 
to  godliness.”  A certain  physical  discipline  is  re- 
quired to  keep  oneself  clean,  and  this  has  a psycho- 


logical effect  as  well.  Throughout  the  ages,  cleansing 
has  become  symbolic  of  the  development  of  con- 
science— and  conscience  is  essential  to  human  sur- 
vival today. 

For  the  continued  existence  of  the  conscience — 
and  the  human  race — we  must  control  and  eradicate 
the  psychological  V.D.  that  threatens  our  civiliza- 
tion. Perverted  sex  education  must  be  eliminated 
from  our  schools  and  pornography  from  our  enter- 
tainment media — not  to  create  vacuums,  but  to  be 
replaced  by  healthy,  natural  education  and  entertain- 
ment. Civilized  values  and  relationships  must  be 
maintained  not  only  in  the  home,  but  throughout  so- 
ciety. Individual  conscience  and  social  conscience 
must  become  mutually  strengthened  and  strengthen- 
ing, creating  enlightened  respect  for  the  structure  of 
the  family  and  of  society. 

Idealistic?  No — inevitable  for  that  part  of  the  hu- 
man race  which  survives. 

What’s  wrong  with  the  cave  man?  He  became  ex- 
tinct in  an  early  stage  of  human  development,  be- 
cause his  survival  equipment  was  inadequate.  No  at- 
tempt to  revive  him  can  alter  that  fact. 
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The  author  records  his  personal 
experience  in  dealing  with  a 
frequently  tronblesonie  problem. 


Mesentery  and  Abdominal  Wall  Closure 


VANCE  WATT,  M.D.,  Thomasville 


X HERE  IS  A SAYING  in  the  medical  profession  that 
“You  don’t  learn  any  medicine  until  you  get  out  of 
medical  school.”  We  also  feel  that  a lot  of  techniques 
are  learned  in  the  practice  of  surgery,  that  were  not 
demonstrated  in  surgical  residency  training. 

A lot  of  papers  are  written  about  the  general  han- 
dling of  this  or  that  type  of  disease  and  in  many 
cases  specific  details  are  given.  We  feel,  however, 
that  over  the  years  we  have  developed  and  used  cer- 
tain techniques,  which  were  not  taught  to  us  in  train- 
ing and  which  have  not  been  seen  by  us  recorded  in 
the  literature.  We  realize  that  these  ideas  may  not 
be  new  to  some  surgeons,  but  we  feel  that  a signifi- 
cant number  might  not  have  thought  of  them  and 
therefore  might  be  glad  to  know  that  these  tech- 
niques have  been  tried  and  found  to  be  helpful. 

On  resecting  portions  of  the  large  or  small  bowel 
with  anastomosis  of  the  remaining  ends,  there  results 
an  opening  in  the  mesentery,  which  requires  closure, 
in  order  to  prevent  internal  herniation.  This  opening 
may  be  closed  without  difficulty  after  the  anastomo- 
sis in  many  cases,  but  often  it  is  difficult  to  find  the 
angle  at  the  base  of  the  mesentery,  where  the  closure 
should  start.  We  have  learned  that,  if  this  angle  is 
determined  and  the  closure  begun  before  the  two 
ends  of  bowel  are  brought  together,  the  completion 
of  the  closure  after  the  anastomosis  is  greatly  simpli- 
fied. Utilizing  a continuous  suture  such  as  00  chro- 
mic catgut  helps  to  identify  the  site  of  the  portion 
already  closed,  when  returning  to  complete  the  clo- 
sure. 

Advocates  Technique 

In  closing  the  abdominal  wall  many  techniques 
have  been  advocated.  It  seems  to  us  that  the  type  of 
suture  used  is  not  important,  as  long  as  it  holds  the 
wall  together  long  enough  to  heal  without  eviscera- 
tion or  herniation,  does  not  cause  infection,  and  does 


not  spit  out  sutures  at  a later  date.  Infection  in  the 
presence  of  certain  types  of  material  has  made  it 
necessary  to  go  back  and  remove  sutures  from  the 
depth  of  the  wound.  The  technique  we  use  has  been 
a very  satisfactory  one  over  the  years.  We  have  had 
postoperative  hernias,  as  has  everyone.  However,  we 
don’t  feel  they  have  been  excessive,  and  we  have 
never  had  an  evisceration  in  the  past  16  to  17  years 
with  this  technique. 

Our  routine  is  to  close  the  peritoneum  with  the 
posterior  fascia  as  a layer  separate  from  the  anterior 
fascia.  At  each  level  we  use  continuous  1 chromic 
catgut.  We  used  to  make  this  continuous  from  one 
end  to  the  other,  but  often  found  it  hard  to  be  sure 
just  where  the  fascial  opening  ended,  especially  in 
fat  patients.  By  starting  at  each  end  with  separate 
sutures  and  tying  them  together  in  the  center,  the 
closure  is  simplified.  Subcutaneous  bleeders  are  con- 
trolled by  coagulation  rather  than  ties,  with  resultant 
decrease  in  stitch  abscess  occurrence. 

Use  Mattress  Suture 

On  closing  the  peritoneum  and  posterior  fascia, 
occasionally  the  tissues  are  so  poor  that  the  sutures 
tear  out.  The  fibers  of  the  fascia  in  the  longitudinal 
incisions  run  transversely.  A suture  pulling  across 
the  fibers  will  have  a better  chance  of  holding  than  ’ 
one  pulling  in  the  direction  of  the  fibers,  so  instead  | 
of  a simple  continuous  suture  we  have  found  a con-  , 
tinuous  mattress  suture  to  be  very  helpful.  Here,  ' 
too,  we  start  at  each  end  with  separate  sutures  and 
tie  them  together  in  the  center  of  the  incision.  ; 

Stay  sutures  of  #2  mersilene  are  placed  through  ‘ 
the  skin,  subcutaneous  tissue  and  anterior  fascia  at  ^ 
one  inch  intervals  in  all  upper  abdominal  incisions.  ) 
and  in  lower  abdominal  ones,  if  there  is  any  question  i 
about  a problem  of  healing.  One  end  of  the  suture  i 

is  passed  through  a short  piece  of  a catheter,  so  that,  i 
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when  it  is  tied,  there  will  be  less  likelihood  of  the  su- 
ture cutting  through  the  skin. 

When  stay  sutures  are  used,  there  is  no  need  to 
use  subcutaneous  ones.  However,  when  they  are  not, 
we  close  this  layer  with  interrupted  000  plain  catgut. 

Close  With  Catgut 

Finally,  the  skin  is  closed  with  a running  mattress 
suture  of  000  plain  catgut.  Those  who  have  not  used 
it  have  expressed  the  fear  that  it  would  increase  the 
chance  of  infection  and  stitch  abscesses.  We  have 
not  had  this  problem.  There  is  no  more  infection 
than  with  silk  and  there  is  the  added  advantage  of 
not  having  to  remove  these  sutures.  They  will  be  ab- 
sorbed by  the  body  in  about  a week  and  in  only  rare 
cases  is  it  necessary  for  skin  sutures  to  stay  in  any 


AMA  RESOLUTION  ON  AETNA 

During  the  MAG  Annual  Session,  a resolution  dealing 
with  certain  positions  taken  hy  Aetna  Life  & Casualty 
Company  was  adopted  by  the  House  of  Delegates.  Sim- 
ilar resolutions  were  introduced  before  the  AMA  House 
of  Delegates.  A substitute  resolution,  which  follows,  was 
finally  adopted  by  the  AMA  House  of  Delegates.  It  is 
reproduced  here  in  its  entirety  in  order  to  inform  all 
MAG  members  that  action  is  being  taken  at  the  national 
level  to  deal  with  Aetna’s  policies  and  procedures  in 
handling  claims. 

Resolved,  That,  in  contracts  where  benefits  include 
physicians’  fees,  the  AMA  make  it  unequivocally  clear 
that  management,  labor  and  third  party  carriers  shall 
consult  with  duly  constituted  representatives  of  orga- 
nized medicine  before  determining  “usual,  customary 
and  reasonable”  fees;  and  be  it  further 

Resolved,  That  wherever  peer  review  mechanisms 
exist,  it  is  essential  that  third  parties  make  use  of  them 
as  a primary  method  of  resolving  differences  prior  to 
threats  of  litigation;  and,  in  turn,  that  peer  review 
mechanisms  be  utilized  when  dispute  exists  between 
patient,  physicians  and  third  parties  referable  to  the 
quality  of  medical  care  rendered,  professional  fees  or 
the  medical  necessity  for  hospitalization;  and  corre- 
spondingly that  the  medical  profession  continue  to 
actively  support  the  development  of  peer  review  mecha- 
nisms where  they  do  not  exist;  and  be  it  further 

Resolved,  That  the  medical  profession  will  not  con- 
done or  tolerate  action  on  the  part  of  any  third  party 
that  would  encourage  or  promulgate  litigation  in  the 
settlement  of  any  such  dispute;  and  be  it  further 

Resolved,  That  all  medical  insurance  carriers  and 
health  plans  be  informed  of  this  policy;  and  be  it 
further 

Resolved,  That  the  Council  on  Medical  Service  meet 
with  representatives  of  Aetna  Life  and  Casualty  Insur- 


longer  than  this.  The  stay  sutures  do  the  main  job 
and  they  are  left  in  for  18  to  19  days  after  operation. 

An  additional  advantage  of  this  method  of  closure 
becomes  evident,  when  it  is  necessary  to  reenter  the 
abdomen,  whether  in  a week  or  so  or  after  many 
years.  There  is  no  silk,  wire,  or  other  nonabsorbable 
material  remaining  which  has  to  be  dealt  with,  and 
this  can  be  a real  advantage. 

In  summary,  we  have  described  our  method  of 
closing  the  bowel  mesentery  and  the  abdominal  wall 
with  the  hope  that  it  will  be  of  help  to  any  surgeons 
who  have  experienced  the  difficulties  mentioned,  and 
might  find  our  method  a satisfactory  answer  to  their 
problem. 

900  Gordon  Ave.  31792 


LIFE  & CASUALTY  COMPANY 

ance  Company  to  satisfactorily  resolve  the  current  prob- 
lem; and  be  it  further 

Resolved,  That  the  AMA  remind  physicians  that 
they  have  the  right  to  enter  into  prior  agreement  with 
patients  regarding  the  fee  for  services  to  be  rendered. 


NUCLEAR  MEDICINE  SEMINAR 

A one  day  seminar  on  the  Latest  Technics  and  De- 
velopments in  Nuclear  Medicine  is  being  held  Septem- 
ber 22,  1972,  at  Self  Memorial  Hospital,  Greenwood, 
S.  C.,  under  the  direction  of  the  Department  of  Radiol- 
ogy which  has  been  actively  engaged  in  a nuclear  med- 
icine program  for  the  past  12  years.  Several  eminent 
physicians  in  this  field  from  around  the  country  will 
present  lectures  and  practical  demonstrations  oriented 
in  particular  towards  radiologists,  internists  and  tech- 
nologists engaged  in  this  field.  For  interested  general 
practitioners  AAFP  credits  have  been  applied  for  and 
are  expected.  Registration  fee  is  $15.00. 

The  above  program  is  sponsored  by  the  South  East 
Chapter  of  the  Society  of  Nuclear  Medicine,  Depart- 
ment of  Radiology  of  Self  Memorial  Hospital,  The 
South  Carolina  Regional  Medical  Program  and  the  Di- 
vision of  Continuing  Education  of  the  Medical  Univer- 
sity of  South  Carolina. 

For  further  information  and  registration,  please  con- 
tact: Vince  Moseley,  M.D.,  Director,  Division  of  Con- 
tinuing Education,  Medical  University  of  South  Caro- 
lina, 80  Barre  Street,  Charleston,  South  Carolina  29401. 
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Closer  cooperation  between  the 
otological-andiologicol  teams  is 
advocated. 


Special  Article 


Comprehensive  Treatment  for  the 
Acoustically  Handicapped 

DAVID  TWEEDIE,  M.A.,  Athens 


c 

V^OOPERATION  between  varied  specialties  has  be- 
come a necessaiy  part  of  the  diagnosis  and  habilita- 
tion  of  physically  handicapped  individuals.  Techno- 
logical advances  have  separated  professionals  into 
various  camps  of  specializations.  These  camps  are 
complete  with  jargon  decipherable  only  within  the 
competency  of  the  specialty. 

In  the  area  of  deafness  and  aural  handicaps,  two 
specialized  persons  are  required  to  work  in  conjunc- 
tion with  one  another.  The  otologist  whose  primary 
responsibility  is  the  diagnosis  and  treatment  of  an 
ear  disease  or  disorder  must  work  with  the  audiolo- 
gist. The  audiologist  is  concerned  with  measuring  the 
extent  of  the  hearing  loss  as  well  as  the  habilitation 
or  rehabilitation  of  the  aurally  handicapped  person. 
The  audiological  assessment  of  a hearing  loss  in 
many  instances  aids  and  further  clarifies  the  diagno- 
sis of  the  otologist.  The  audiologist  is  interested  in 
the  severity  of  the  sensorineural  hearing  level  so  that 
proper  amplification  instruments  can  be  provided. 
Standardized  techniques  are  used  to  determine  type 
and  extent  of  amplification.^ 

Technological  advances  in  the  hearing  aid  indus- 
try have  changed  ideas  concerning  amplification  for 
many  people.^  However,  only  through  a thorough 
impartial  evaluation  can  the  proper  hearing  aid  be 
selected  for  a candidate.  The  hearing  aid  salesman 
who  has  obvious  biases  toward  the  brand  of  aid  he 
handles  can  never  be  considered  as  a reliable  judge 
for  selection. 

The  otologist’s  case  load  certainly  prevents  his 
evaluation  of  hearing  aids  and  hearing  aid  candida- 
cy. His  valuable  time  must  remain  with  medical 
considerations  concerning  the  ear  and  its  physiologi- 
cal function.  The  specialized  field  of  audiology,  how- 
ever, can  aid  as  a valuable  ally  to  the  otologist  in 
this  instance.  Because  of  his  interests  in  the  rehabil- 
itative aspects  of  a hearing  loss,  the  audiologist  must 


be  the  correct  liaison  between  the  physician  (otolo- 
gist) and  the  hearing  aid  vendor. 

Dichotomies 

A complex  and  industrial  society  such  as  ours 
produces  ironical  dichotomies  within  the  area  of 
hearing  and  aural  handicaps.  In  one  setting  we  are 
using  technological  advances  to  identify  a congenital 
hearing  loss  at  birth.  The  work  of  Marion  Downs  at 
the  University  of  Colorado  School  of  Medicine  is  an 
inspiration  to  all  involved  in  the  diagnosis  of  the 
hearing  impaired.  Here  infants  are  tested  for  a hear- 
ing loss  within  a day  or  two  after  they  are  born.® 
Thus,  a congenital  sensorineural  hearing  loss  that 
might  have  gone  on  unnoticed  until  it  produced  a de- 
lay in  language  and  speech  could  be  identified  early. 
It  is  now  also  possible  to  fit  hearing  aids  at  a very 
early  age."  A deaf  child  could  be  afforded  valuable 
years  of  amplification  and  therapy  if  diagnosed  early. 
The  parent  is  poorly  advised  if  he  is  told  to  wait  for 
the  child  to  reach  his  second  birthday. 

Some  technological  advances,  however,  have  pro- 
duced dangerous  side  effeets  and  are  in  some  cases 
destroying  hearing.  The  Committee  on  Environmen- 
tal Quality  of  the  Federal  Council  for  Science  and 
Technology  state  in  their  publication,  Noise-Sound 
Without  Value,  - 

“Increased  severity  of  the  noise  problem  in  our 
environment  has  reached  a level  of  national 
importance  and  public  concern.  The  problem 
is  broad  in  scope;  it  affects  almost  every  facet 
of  daily  living  and  not  only  has  broad  socio- 
economic implications  but  also  affects  the 
health  and  well-being  of  our  eitizens.” 

Our  teenagers  are  destroying  hair  cells  of  the 
cochlea  and  self-inflicting  a noise-induced  high  fre- 
quency sensorineural  hearing  loss.  Studies  have 
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proved  that  exposure  to  long  periods  of  loud  rock 
and  roll  music  affect  the  hearing  of  our  high  school 
and  college-age  youngsters.^  The  seriousness  of  this 
problem  is  growing  in  proportions  far  beyond  be- 
lief! 

Increased  Enrollment 

The  enrollment  of  students  at  many  schools  and 
classes  for  the  deaf  in  the  United  States  have  almost 
doubled  in  the  past  10  years. Factors  such  as  epi- 
demics of  rubella  and  the  advanced  practices  of  ob- 
stetrics which  save  more  babies’  lives  every  year  are 
contributing  to  these  skewed  statistics  on  deafness. 
Multiply  handicapped  deaf  children  are  becoming 
the  norm  in  schools  for  the  deaf. 

The  geriatric  population  in  the  United  States  has 
also  increased  steadily.  The  United  States  Census 
Bureau  predicts  that  more  than  10  per  cent  of  the 
population  by  1975  will  be  over  the  age  of  64  years. 
This  group  statistically  evidences  more  hearing 
handicapped  per  capita  due  to  advanced  age  hearing 
loss,  presbycusis.  A number  of  persons  may  qualify 
for  Medicaid  and  therefore  receive  a hearing  aid 
funded  through  this  program. 

Through  cooperative  efforts,  the  growing  majority 


of  hearing  handicapped  persons  can  be  given  proper 
medical  treatment  and  rehabilitative  services.  The 
technological  advances  that  have  caused  continuing 
specializations  can  work  to  the  good  of  the  patient 
if  the  otological-audiological  team  can  develop  for 
the  future. 

538  Aberhold  Hall 
University  of  Georgia 
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Adventure  in  Sport  j 


Your  leisure  hours  are  valuable. 

Let  Deanes  help  you  make  the  most  of  them. 

We  know  that  time  is  important  to  successful 
professional  men,  and  that,  in  both  work  and  play, 
they  insist  on  unquestioned  quality. 

So  we  outfit  you  quickly  and  expertly  with 
the  equipment  and  apparel  for  your 
favorite  sport.  Come  let  us  provide  you 
with  all  you  need  to  get  greatest  pleasure 
from  your  valuable  leisure  hours. 

6277  Roswell  Road,  NW/Atlanta,  Georgia/Sandy  Springs  Plaza/252-8706 
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EDITORIALS 


''The  Unheavenly  City”— A Book 
For  the  Doctor 


T 

X HE  Journal  of  the  Medical  Association  of  Georgia  does  not  publish  book 
reviews  as  a rule,  but  Editor  Woody  has  kindly  agreed  to  look  at  excerpts  from  a 
volume  which  deserves  special  attention  from  the  medical  profession  (E.  C.  Dan- 
field — The  Unheavenly  City — Little,  Brown  and  Company,  1968,  1970).  The 
author  is  professor  of  Urban  Government  at  Harvard  University.  Among  other 
points,  he  argues  that  problems  relating  to  poverty  are  slowly  curing  themselves, 
that  racism  is  not  the  most  important  factor  leading  to  social  unrest,  and  that  many 
Federal  projects  designed  to  help  the  poor  actually  impede  their  progress.  His 
comments  are  cogent  and  his  prose  is  a joy  to  read,  but  some  readers  will  doubt- 
less find  the  book  reactionary  and  controversial.  Some  quotations  selected  at  ran- 
dom follow: 

page  3 — “.  . . the  plain  fact  is  that  the  overwhelming  majority  of  city  dwellers  live 
more  comfortably  and  conveniently  than  ever  before.  They  have  more  and  better 
housing,  more  and  better  schools,  more  and  better  transportation,  and  so  on.  What 
is  more,  there  is  every  reason  to  expect  that  the  general  level  of  comfort  and  con- 
venience will  continue  to  rise  at  an  even  more  rapid  rate  through  the  foreseeable 
future.” 

page  21 — “To  a large  extent,  then,  our  urban  problems  are  much  like  the  mechanical 
rabbit  at  the  race  track,  which  is  set  to  keep  just  ahead  of  the  dogs  no  matter  how  fast 
they  may  run.  Our  performance  is  better  and  better,  but  because  we  set  our  standards 
and  expectations  to  keep  ahead  of  performance,  the  problems  are  never  nearer  to 
solution.  Indeed,  if  standards  rise  faster  than  performance,  the  problems  may  get 
(relatively)  worse  as  they  get  (absolutely)  better.” 

page  53 — “.  . . the  lower  class  individual  lives  from  moment  to  moment.  If  he  has 
any  awareness  of  a future,  it  is  something  fixed,  fated,  beyond  his  control;  things 
happen  to  him,  he  does  not  make  them  happen.  Impulse  governs  his  behavior,  either 
because  he  cannot  discipline  himself  to  sacrifice  a present  for  a future  satisfaction  or 
because  he  has  no  sense  of  the  future.  He  is  therefore  wildly  improvident:  whatever 
he  cannot  consume  immediately  he  considers  valueless.  His  bodily  needs  (especially 
for  sex)  and  his  taste  for  ‘action’  take  precedence  over  everything  else — and  certainly 
over  any  work  routine.  He  works  only  as  he  must  to  stay  alive,  and  drifts  from  one 
unskilled  job  to  another,  taking  no  interest  in  the  work.  ...  In  his  relations  with 
others,  he  is  suspicious  and  hostile,  aggressive  yet  dependent.  He  is  unable  to  main- 
tain a stable  relation  with  a mate:  commonly  he  does  not  marry.  He  is  a non-partici- 
pant; he  belongs  to  no  voluntary  organizations,  and  does  not  vote  unless  paid  to  do 
so.” 

page  90 — “One  would  think  that  if  society  has  less  and  less  work  for  the  unskilled, 
the  price  of  unskilled  labor  would  be  declining  relative  to  that  of  the  skilled.  In  fact, 
over  the  long  run  it  has  increased.  Before  the  Civil  War,  the  unskilled  worker  earned 
only  about  one-third  as  much  as  the  skilled;  at  the  turn  of  the  century  he  earned 
about  one-half  as  much;  now  he  earns  two-thirds  as  much.  Conceivably  the  time  will 
come  when  he  will  earn  more  than  the  skilled  worker.” 
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page  211 — “So  long  as  the  city  contains  a sizeable  lower  class,  nothing  basic  can  be 
done  about  its  most  serious  problems.  Good  jobs  may  be  offered  to  all,  but  some  will 
remain  chronically  unemployed.  Slums  may  be  demolished,  but  if  the  housing  which 
replaces  them  is  occupied  by  the  lower  class  it  will  shortly  be  turned  into  new  slums. 
Welfare  payments  may  be  doubled  or  tripled  and  a negative  income  tax  instituted, 
but  some  persons  will  continue  to  dwell  in  squalor  and  misery.  New  schools  may  be 
built,  new  curricula  devised,  but  if  the  children  who  attend  these  schools  come  from 
lower  class  homes,  they  will  be  turned  into  blackboard  jungles,  and  those  who  gradu- 
ate or  drop  out  will,  in  most  cases,  be  functionally  illiterate.  The  streets  may  be  filled 
with  armies,  but  violent  crime  and  civil  disorder  will  decrease  very  little.  If,  however, 
the  lower  class  were  to  disappear — if,  say,  its  members  were  overnight  to  acquire  the 
attitudes,  motivations,  and  habits  of  the  working  class — the  most  serious  and  intract- 
able problems  of  the  city  would  all  disappear  with  it.” 

page  256 — “What  stands  in  the  way  of  dealing  effectively  with  these  problems  . . . 
is  mainly  the  virtues  of  the  American  political  system  and  of  the  American  character. 

. . . Our  devotion  to  the  doctrine  that  all  men  are  created  equal  discourages  any 
explicit  recognition  of  class — cultural  differences,  and  leads  to  ‘democratic’ — and 
often  misleading — formulations  of  problems:  for  example,  poverty  as  lack  of  income 
and  material  resources  (something  external  to  the  individual)  rather  than  as  inability 
or  unwillingness  to  take  account  of  the  future  or  control  impulses  (something  in- 
ternal). Sympathy  for  the  oppressed,  indignation  at  the  oppressor,  and  a wish  to 
make  amends  for  wrongs  done  to  one’s  ancestors  lead  to  a misrepresentation  of  the 
Negro  as  the  near-helpless  victim  of  ‘white  racism.’  Faith  in  the  perfectibility  of 
man  and  confidence  that  good  intentions  together  with  strenuous  exertions  will 
hasten  his  progress  onward  and  upward  lead  to  bold  programs  that  promise  to  do 
what  no  one  knows  how  to  do  and  what  perhaps  cannot  be  done,  and  therefore  ends 
in  frustration,  loss  of  mutual  respect  and  trust,  anger,  and  even  coercion.” 

Dr.  Banfield’s  ideas  about  urban  housing,  mass  transportation,  minimum  wage, 
public  education,  crime,  negative  income  tax,  welfare,  etc.  are  equally  provocative. 
Phrases  removed  out  of  context  are  often  misleading,  a very  good  reason  for 
reading  the  whole  work.  Unless  this  is  done  some  may  conclude  that  the  social 
pathology  of  the  lower  classes  is  due  either  to  willful  misbehavior  or  to  genetic 
dysfunction,  but  there  is  a growing  body  of  evidence  that  malnutrition  can  pro- 
duce permanent  physical  and  mental  damage  in  the  developing  embryo.  It  is 
therefore  at  least  possible  that  biochemical  research  can  modify  patterns  of  health 
and  disease  with  relatively  small  amounts  of  funds. 

We  have  already  seen  how  Goldberger  solved  the  pellagra  problem  in  Georgia 
without  adding  a single  bed  to  then-existing  lunatic  asylums  and  we  have  also 
seen  one  tuberculosis  sanitarium  after  another  close  its  doors  when  isoniazide  was 
introduced.  Those  who  are  now  planning  radical  changes  in  our  health  services 
should  understand  that  advances  in  public  health  will  probably  be  made  by  the 
research  scientist  rather  than  by  the  social  planner.  Dr.  Danfield’s  book  is  fully 
capable  of  supplying  background  music  for  the  ideological  conflicts  sure  to  come 
in  this  political  year. 

Thomas  Findley,  M.D.,  FACT 


Highlights  of  AMA  House  of  Delegates 

' 1 HE  121st  Annual  Convention  of  the  American  Medical  Association  was 
held  June  18-22,  1972,  in  San  Francisco,  California.  Meeting  for  a total  of  17 
hours  and  20  minutes,  the  House  acted  on  59  reports  and  1 30  resolutions. 

Elections 

The  following  physicians  were  elected  or  re-elected  to  Association  positions: 
Russell  B.  Roth,  Erie,  Pennsylvania — President-Elect 
Norman  H.  Gardner,  Connecticut — Vice  President 
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J.  Frank  Walker,  Georgia — Speaker  of  the  House 
Tom  E.  Nesbitt,  Tennessee — Vice  Speaker  of  the  House 
Trustees:  Jere  W.  Annis,  Florida  (re-elected);  Burt  L.  Davis,  California  (re- 
elected); Robert  B.  Hunter,  Washington  (re-elected),  and  Max  H.  Parrott, 
Oregon  (re-elected). 

Judicial  Council:  Burns  A.  Dobbins,  Florida  (succeeding  Elmer  G.  Shelley, 
Florida). 

Council  on  Medical  Education:  Perry  J.  Culver,  Massachusetts  (succeeding 
George  W.  Slagle,  Michigan);  Hector  W.  Benoit,  Missouri  (to  serve  out  re- 
mainder of  term  of  Burns  A.  Dobbins). 

Opinion  Poll 

The  House  received  and  adopted  results  of  the  first  membership  opinion  poll  on 
critical  issues  affecting  the  practice  of  medicine.  The  overwhelming  majority  of 
94,000  respondents  (73.1  per  cent)  recommended  that  AMA  continue  to  seek 
to  retain  the  basic  principles  of  private  practice  in  any  government  enacted  health 
program.  And  more  than  half  (55.7  per  cent)  preferred  the  AMA  plan  of  national 
health  insurance  over  all  others.  The  AMA  plan  was  four  times  as  acceptable  as 
the  next  most  preferable  option,  which  was  catastrophic  coverage  only  (14.1  per 
cent).  If  compulsory  national  health  insurance  were  adopted,  28.1  per  cent  of 
respondents  said  they  would  continue  private  practice  “with  those  patients  who 
would  pay  my  private  fees”  and  24.6  per  cent  said  they  would  “join  the  federal 
program  and  continue  to  practice  under  it.”  Many  (21.6  per  cent)  were  undecided 
as  to  what  they  would  do. 

Physicians’  Assistants 

Reflecting  concern  for  “potential  problems  which  could  arise,”  the  House  ap- 
proved a policy  opposing  employment  of  physicians’  assistants  in  hospitals,  “or 
(employed)  by  a fulltime,  salaried,  hospital -based  physician.”  The  House  also 
adopted  proposed  guidelines  for  compensating  physicians  for  services  of  physicians’ 
assistants,  stating  that  reimbursement  for  assistant’s  services  should  be  made  di- 
rectly to  the  employing  physician. 

Allied  Personnel 

Also  adopted  was  a report  dealing  with  education  and  utilization  of  allied  health 
manpower.  Some  of  its  recommendations  urged  AMA  to: 

1.  Continue  to  support  efforts  to  increase  the  number  and  improve  the  utiliza- 
tion of  medical,  nursing  and  allied  personnel  until  1975,  with  re-evaluation  then 
on  the  need  for  further  efforts. 

2.  Strongly  reaffirm  support  of  an  expanded  role  for  the  nurse  in  providing  pa- 
tient care,  and  study  the  nurse’s  role  in  relation  to  the  physician  assistant,  so  the 
two  professions  can  complement  rather  than  duplicate  one  another. 

3.  Essentials  of  approved  educational  programs  for  urologic  physicians’  as- 
sistants, respiratory  therapy  technician  and  respiratory  therapist,  and  for  medical 
assistants  in  pediatrics  were  adopted. 

Graduate  Medical  Education 

The  House  approved  the  establishment  of  a Liaison  Committee  on  Graduate 
Medical  Education  and  a Coordinating  Council  on  Medical  Education.  The  panels 
will  include  representatives  of  the  AMA,  Association  of  American  Medical  Col- 
leges, Council  of  Medical  Specialty  Societies,  American  Hospital  Association,  the 
public  and  the  federal  government. 
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Marihuana 


After  extensive  debate,  the  following  substitute  was  adopted  in  place  of  the 
Board  of  Trustee’s  recommendation:  “This  AMA  House  of  Delegates  does  not 
condone  the  production,  sale  or  use  of  marihuana.  It  does,  however,  recommend 
that  the  personal  possession  of  insignificant  amounts  be  considered  at  most  a 
misdemeanor  with  commensurate  penalties  applied.” 

Fee  Determinations 

Delegates  approved  a strong  resolution  aimed  at  any  independent  determination 
of  customary  physicians’  fees : 

“Resolved,  that  where  benefits  include  physicians’  fees,  management,  labor  and 
third  party  carriers  shall  consult  with  duly  constituted  representatives  of  organized 
medicine  before  determining  ‘usual,  customary  and  reasonable  fees,’  ” the  measure 
said. 

The  resolution  was  adopted  in  lieu  of  several  others,  all  protesting  actions  of 
Aetna  Life  and  Casualty  Insurance  Company.  It  added  “that  physicians  have  the 
right  to  enter  into  prior  agreement  with  patients  regarding  the  fee  for  services  to 
be  rendered.” 

Medical  Students 

Bylaws  changes  which  give  medical  students  membership  in  the  AMA  and 
representation  in  the  House  of  Delegates  were  approved  by  the  House.  A new 
class  of  direct  membership  for  students  was  created,  as  was  done  previously  for 
interns  and  residents. 


Group  Disability 

The  House  approved  acceptance  of  a new  contract  with  the  Fireman’s  Fund 
Insurance  Co.  to  continue  the  AMA  Group  Disability  Insurance  Program.  The 
contract  is  to  run  five  years,  ending  Sept.  1,  1977,  although  the  program  is  not 
guaranteed  beyond  Sept.  1,  1974.  There  will  be  no  increase  in  premium,  but 
benefits  will  be  reduced  by  50  per  cent  from  age  65  through  69,  and  an  additional 
50  per  cent  at  age  70,  remaining  at  that  level  for  life.  The  Board  said  Fireman’s 
Fund  insisted  on  the  change  and  that  no  alternate  carrier  could  be  found. 

Association  and  House  Matters 

Several  proposals  dealing  with  AMA  structure  and  delegate  representation  and 
terms  of  office  were  considered.  The  House  adopted  a resolution  endorsing  preser- 
vation of  the  AMA  as  a federation  of  constituent  and  state  medical  associations, 
with  proportionate  representation  as  at  present.  The  question  of  geographic  rep- 
resentation on  the  Board  of  Trustees  also  was  referred  to  the  Council,  with  in- 
structions to  report  back  no  later  than  the  next  annual  meeting.  On  a proposal 
that  trustees  be  limited  to  one  six-year  term,  the  House  voted  to  ballot  on  the 
matter  at  the  1972  clinical  meeting. 

Resolutions  must  be  submitted  to  Headquarters  no  later  than  30  days  prior  to 
opening  of  the  session  at  which  it  is  to  be  considered,  the  House  decreed. 

Miscellaneous 

The  House  adopted  a report  which  said,  “Insurance  carriers  should  be  urged 
to  provide  nondiscriminatory  coverage  for  alcoholism  and  drug  dependence.” 

Sheen  Award 

Paul  Dudley  White  of  Boston,  internationally  famed  heart  specialist,  received 
the  fifth  annual  Sheen  Award  (including  a check  for  $10,000)  for  outstanding 
contributions  to  medicine. 
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The  Prevention  of  Coronary  Heart  Disease 

CHARLES  E.  JOHNSON,  M.D.,  Atlanta 

ITH  RECENT  EMPHASIS  on  advances  in  treatment  of  coronary  atherosclerotic 
heart  disease,  less  attention  has  been  paid  to  its  prevention.  While  many  of  the 
newer  specialized  procedures  such  as  saphenous  vein  bypass  and  advanced  cardiac 
monitoring  equipment  remain  in  the  hands  of  the  specialist,  the  prevention  of  coro- 
nary artery  disease  is  the  responsibility  of  the  primary  physician. 

It  has  been  estimated  that  the  premature  coronary  death  rate  eould  be  reduced 
by  30  per  cent  by  use  of  existing  knowledge  to  alter  major  risk  factors.  This  is  far 
better  than  we  have  so  far  been  able  to  attain  once  the  disease  becomes  sympto- 
matic. The  risk  factors  which  have  been  derived  from  abundant  epidemiologic  re- 
search now  allow  us  to  identify  the  patient  with  significantly  increased  risk  of  de- 
veloping the  disease  in  subsequent  years.  Hypertension,  diabetes,  hypercholesterole- 
mia, cigarette  smoking,  family  history  of  coronary  heart  disease,  obesity  and  physi- 
cal inactivity,  as  well  as  a “driving”  personality  pattern  may  all  be  associated  with 
increased  risk  of  coronary  heart  disease.  While  the  full  role  and  significance  of  each 
factor  has  not  yet  been  completely  defined,  the  urgency  of  the  problem  will  not  al- 
low us  to  postpone  action  until  all  the  facts  are  in. 

Reversible  Risk  Factors 

Of  the  risk  factors  which  are  potentially  reversible,  the  four  which  are  of  major 
importance  are  hypertension,  cigarette  smoking,  hypercholesterolemia  and  diet  high 
in  cholesterol  and  saturated  fat.  While  moderate  hypertension  with  diastolic  pres- 
sures in  the  90-99  mm  Hg  range  is  quite  common  in  the  U.S.  adult  population,  too 
often  these  values  have  been  dismissed  as  insignificant.  Recent  data  has  confirmed 
the  increased  risk  of  coronary  heart  disease  in  persons  with  mild  hypertension  and 
it  is  recommended  that  this  should  be  treated  as  aggressively  as  the  more  severe 
types. 

The  fasting  plasma  of  patients  with  elevated  cholesterol  should  be  analyzed  for 
triglyceride  content  as  well  as  by  electrophoresis  to  determine  lipoprotein  pheno- 
type. Of  the  two  most  common  phenotypes.  Type  II  with  elevated  serum  choles- 
terol and  normal  or  only  slightly  elevated  triglyceride  is  treated  with  a diet  low  in 
cholesterol  and  animal  fat  but  high  in  polyunsaturated  fats.  In  addition  to  dietary 
therapy,  a trial  of  clofibrate  or  other  drug  therapy  is  sometimes  helpful.  Type  IV 
with  elevated  triglyceride  and  normal  or  elevated  cholesterol  responds  well  to 
weight  reduction,  restriction  of  dietary  carbohydrates  and  clofibrate  therapy. 

With  the  demonstrated  association  of  cigarette  smoking  with  coronary  heart  dis- 
ease it  becomes  the  task  of  the  physician  to  induce  the  coronary-prone  subject  to 
stop  smoking.  While  the  average  smoker  knows  as  well  as  his  physician  the  danger 
of  smoking,  the  coronary-prone  individual  should  be  cautioned  of  the  excessive  risk 
to  which  he  unnecessarily  exposes  himself. 

While  emphasis  on  reversing  risk  factors  is  most  essential  in  the  coronary-prone 
individual,  these  measures  must  not  be  withheld  from  the  public  in  general.  The 
magnitude  of  the  problem  is  such  that  we  may  not  delay  action  until  “final”  proof 
of  the  benefits  of  our  efforts  has  been  obtained. 

490  Peachtree  St..  N.E. 

Prepared  at  the  request  of  the  Committee  on  Professional  Education  of  the  Georgia  Heart  Association. 


300 


J.M.A.  GEORGI- 


The  Freeze 

J.  WINSTON  HUFF,  Atlanta- 

On  August  15,  1971,  President  Nixon  invoked  the  powers  granted  to  him  un- 
der the  Economic  Stabilization  Act  of  1970,  and  thus  began  what  has  been  known 
as  “Phase  I”  of  the  Wage-Price  Freeze. 

Phase  I lasted  until  November  13,  1971,  when  a new  set  of  regulations  were  is- 
sued to  usher  in  “Phase  11”  under  which  all  of  us  are  now  operating.  Since  the  reg- 
ulations and  guidelines  of  Phase  II  affect  the  physician,  we  thought  it  might  be  of 
interest  to  highlight  them  here. 

Although  most  small  businesses,  which  would  ordinarily  include  most  medical 
practices,  are  exempt  from  Phase  II,  the  “health  services  industry”  is  specifically 
subject  to  the  Regulations  regardless  of  the  size  of  the  unit. 

This  article  will  briefly  summarize  the  Phase  II  regulations  applicable  to  private 
or  group  medical  practice.  It  must  be  emphasized  that  this  discussion  is  general, 
and  exceptions  to  the  general  statements  made  here  do  exist. 

Prices 

Physicians’  fees  are  classified  as  “prices”  and  as  such  are  subject  to  Price  Com- 
mission regulations.  The  general  rule  is  that  a physician  may  increase  his  “base 
price”  for  the  various  services  performed  to  reflect  increased  costs  only  to  the  ex- 
tent that  such  an  increase  does  not  result  in  an  increase  in  his  profit  margin  over 
that  existing  in  the  “base  period”  (August  16  to  November  13,  1971).  In  addition, 
the  regulations  place  a ceiling  of  2.5  per  cent  increase  per  year  on  the  aggregate 
revenue  increases  over  that  which  would  have  been  generated  had  the  base  price 
schedule  been  used.  Thus,  even  if  your  justifiable  cost  increases  would  produce  an 
increase  beyond  2.5  per  cent  of  the  aggregate  revenue,  you  are  still  held  to  the  2.5 
per  cent  ceiling. 

The  allowable  percentage  increase  is  computed  on  a “base  price,”  which  in  most 
cases  will  equal  the  highest  price  charged  10  per  cent  or  more  of  the  physician’s  pa- 
tients involving  similar  professional  services  during  the  “base  period.” 

These  limitations,  however,  do  not  apply  to  increases  in  income  or  revenue  re- 
sulting from  greater  productivity,  such  as  seeing  and  caring  for  a greater  number 
of  patients  than  in  the  “base  period.”  The  Interna)  Revenue  Service,  which  moni- 
tors the  regulations,  requires  each  physician  to  maintain  a “base  price”  schedule  in- 
dicating his  base  price  for  each  type  of  service,  plus  any  increases.  The  physician 
must  post  a notice  in  his  office  that  information  from  the  schedule  is  available  upon 
request. 

Of  course,  prices  charged  to  the  physician  for  his  supplies,  drugs,  equipment,  etc. 
must  also  comply  with  the  Regulations.  If  you  suspect  that  a price  increase  to  you 
is  not  justified,  you  have  the  right  to  require  the  supplier  to  demonstrate  the  cor- 
rectness of  his  increases. 


* Prepared  at  the  request  of  The  Medical  Association  of  Georgia.  Mr.  Huff  is  a partner  in  the  firm  of 
Powell,  Goldstein,  Frazer  & Murphy,  General  Counsel  to  the  Association. 
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Wages  and  Salaries 

With  respect  to  wages  and  salaries,  the  income  of  a self-employed  physician  or 
of  a physician  who  is  a member  of  a partnership,  is  subject  only  to  the  principles 
above  discussed. 

However,  the  remuneration  of  his  employees,  and  of  the  physician  himself  if  he 
is  an  employee  of  a professional  corporation,  is  subject  to  the  wage  guidelines  is- 
sued by  the  Pay  Board.  The  general  standard  is  that  wages,  computed  at  an  hourly 
rate,  may  not  be  increased  by  more  than  an  aggregate  of  5.5  per  cent  per  year.  This 
limitation  applies  not  to  each  individual  employee,  but  to  an  appropriate  employee 
“unit”  generally  consisting  of  employees  holding  relatively  similar  positions.  The 
5.5  per  cent  increase  is  applied  to  the  total  salaries  of  such  a group  or  unit,  and  the 
allowable  increase  may  be  divided  among  that  group  of  employees  in  such  fashion 
as  the  employer  may  determine.  Thus  individual  employees  within  a unit  may  re- 
ceive increases  of  more  than  5.5  per  cent  and  others  less,  as  long  as  the  total  com- 
pensation of  that  unit  is  not  increased  above  the  allowable  ceiling. 

The  period  for  computing  the  increase,  unless  another  period  has  been  provided 
by  contract,  is  from  November  14,  1971,  to  November  13,  1972. 

Fringe  benefits,  including  bonuses,  vacations,  deferred  compensation,  firm  cars, 
etc.  are  included  in  the  determination  of  wages  to  the  extent  that  they  are  “reason- 
ably subject  to  valuation.” 

There  are  many  exceptions  and  modifications  to  the  Regulations  on  wages  and 
salaries  which  may  alleviate  a particular  situation. 

Rents 

The  rent  which  can  legally  be  charged  by  the  physician’s  landlord  is  also  subject 
to  the  Phase  II  Regulations.  The  “base  rent”  for  the  particular  rental  unit  is  deter- 
mined by  highly  complex  formulas  which  attempt  to  arrive  at  an  amount  which 
equitably  represents  the  fair  rental  value  of  the  units  as  of  the  date  Phase  I was  im- 
plemented (August  15,  1971). 

Increases  above  the  “base  rent”  are  allowed,  but  not  to  exceed  the  sum  of  2.5 
per  cent  of  the  “base  rent”  per  year  plus  the  increase  in  allowable  costs  occurring 
after  that  date.  Before  raising  any  rent,  the  landlord  must  give  at  least  30  days  no- 
tice to  the  tenant  setting  out  the  fact  and  source  of  the  increase. 

If  the  tenant  feels  his  rent  has  been  raised  illegally,  he  must  first  confront  the 
landlord  with  his  complaint.  If  he  receives  no  satisfaction,  he  is  then  free  to  report 
the  alleged  violation  to  the  Internal  Revenue  Service. 

Reporting  Requirements 

A physician,  or  firm  of  physicians,  whose  gross  annual  revenues  are  less  than 
$5,000,000  must  maintain  adequate  records  to  support  any  price  increase.  If  gross 
annual  revenues  exceed  that  amount,  certain  reports  and  notifications  are  required. 

Penalties 

A person  who  violates  the  Regulations  may  be  subject  to  fines,  criminal  prosecu- 
tion, a rollback  in  prices  of  three  times  the  amount  of  an  illegal  price  increase,  or 
refund  of  illegal  price  increases.  Further,  the  Internal  Revenue  Service  may  deny 
deductibility  for  Federal  income  tax  purposes  payments  of  wages,  salaries,  prices 
and  office  rents  which  are  found  to  be  in  excess  of  the  amounts  allowed  by  the  Reg- 
ulations. 
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Conclusion 


We  must  emphasize  that  this  summary  is  designed  to  acquaint  the  physician  in 
the  most  general  manner  with  the  requirements  of  Phase  II  as  they  apply  to  his 
practice  and  to  alert  him  to  any  possible  violations.  A more  complete  treatment 
would  necessarily  include,  by  reference,  the  Regulations  and  Rulings  under  Phase 

II. 

The  law  and  Regulations  in  the  area  of  wage  and  price  controls  are  new  and 
changing;  and  the  physician  should  refer  any  detailed  questions  concerning  prices, 
wages  and  salaries,  and  rents  to  his  attorney  or  the  Internal  Revenue  Service. 

Eleventh  Floor 
C & S Bank  Building 


AMA  ELECTS  ATLANTAN  TO  SPEAKER’S  POST 

An  Atlanta  physician  was  elected  speaker  of  the 
house  of  delegates  of  the  American  Medical  Associa- 
tion during  its  annual  meeting  in  June  in  San  Francisco. 

Dr.  J.  Frank  Walker,  the  first  Georgian  to  hold  this 
office  in  the  AMA,  has  previously  served  as  vice  speaker. 

He  has  served  as  chairman  of  the  board  and  presi- 
dent of  the  Medical  Association  of  Atlanta,  and  speaker 
of  the  house  of  delegates  of  the  Medical  Association  of 
Georgia. 

He  was  also  president  of  the  Atlanta  Radiological 
Society,  the  Georgia  Radiological  Society  and  the  Amer- 
ican College  of  Radiology. 

Dr.  Walker,  a native  of  Jacksonville,  Fla.,  was  gradu- 
ated from  Oxford  College  of  Emory  University  in 
1948.  He  has  been  engaged  in  the  private  practice  of 
radiology  in  Atlanta  since  1953. 


GEORGIA  INDUSTRIAL  MEDICAL  ASSOCIATION 


Annual  Meeting — Callaway  Gardens 
Saturday,  September  9,  1972 


Program  Includes:  Discussion  of  O.S.H.A.,  Recent  Changes  in 
Workmen's  Compensation,  Proposed  Health  Maintenance  Pro- 
grams, Alcoholic  Rehabilitation  in  Industry. 
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NEW  MEMBERS 

Alfred,  Dewitt  C.,  Jr. 
Active — Fulton — P 


Bentley,  Alonzo  J. 
Active— T-B-G—OALR 

Colditz,  Richard  B. 
Active — C-D-H — OBG 

Coleman,  William  McL. 
A cti  ve — Dou  gher  ty — Or 

Colmers,  Rudolf  A. 
Active — Ga.  Med. — I 

Cranman,  Jerard  S. 
Associate — DeKalb — I 

Di  Benedetto,  Robert  J. 
Active — Ga.  Med. — I 

Dinnerstein,  Allan  J. 
Active — Fulton — OBG 

Dolan,  Joseph  A. 

Active — Troup — OBG 

Downing,  Edward  F. 
Active — Ga.  Med. — NS 

Dynin,  Michaela 
Active — Ga.  Med. — P 

Fontana,  Norverto  A. 
Active — T-B-G — FP 

Ham,  O.  Emerson,  Jr. 
Active — Ga.  Med. — N 


Huffman,  Galen  C. 

Active — Ga.  Med. — P 

Johnson,  Norman  J. 
Active — C.  W.  Long — Pd 

Karsten,  Mikell  B. 

Active — Tift — Su 

Kelly,  William  D. 

Active — Ga.  Med. — Path 

Lopez,  Fernando 
Active — T-B-G — P 

Mansour,  Kamal  A. 
Active — Fulton — TS 

Maxwell,  James  W. 

Active — C.  W.  Long — Pd 


80  Butler  Street,  S.  E. 
Atlanta,  Georgia  30303 


918  S.  Broad  St. 
Thomasville,  Georgia  31792 

1 1 5 Hospital  Drive 
Carrollton,  Georgia  30117 

810  14th  Ave. 

Albany,  Georgia  31705 

217  E.  Huntingdon  St. 
Savannah,  Georgia  31401 

1906  N.  Akin  Dr.,  N.  E. 
Atlanta,  Georgia  30345 

P.  O.  Box  5086 
Savannah,  Georgia  31405 

259  Arrowhead  Blvd. 
Jonesboro,  Georgia  30236 

31 1 S.  Lewis  St. 

LaGrange,  Georgia  30240 

22  Medical  Arts  Center 
Savannah,  Georgia  31405 

P.  O.  Box  13607 
Savannah,  Georgia  31406 

P.  O.  Box  1867 
Thomasville,  Georgia  31792 

835  E.  65th  St. 

Savannah,  Georgia  31404 


Georgia  Regional  Hospital 
Savannah,  Georgia  31405 

1010  Prince  Ave. 

Athens,  Georgia  30601 

712  E.  18th  St. 

Tifton,  Georgia  31794 

St.  Joseph’s  Hospital 
Savannah,  Georgia  31406 

Archbold  Memorial  Hospital 
Thomasville,  Georgia  31792 

1365  Clifton  Road,  N.  E. 
Atlanta,  Georgia  30322 

1010  Prince  Ave. 

Athens,  Georgia  30601 


Miller,  Gordon  C. 

Active — Muscogee — I 

Milling,  David  C. 

Active — T-B-G — FP 

Montero,  Rene  E. 

Active — Baldwin — Pd 

Moorman,  Claude  T.,  II 
Active — Ga.  Med. — Anes 


Parrish,  William  C. 

Active — Chattahoochee — 
FP 

Payne,  Robert  A. 

Active — C.  W.  Long — U 

Randall,  R.  Beauvais,  Jr. 
Associate — DeKalb — I 

Redfield,  Ronald  L. 

Active — E-F-H — Su 

Sherman,  Eloise  B. 

Active — Ga.  Med. — Path 

Shipkey,  Fredrick  H. 
Active — Fulton — Path 

Sims,  James  A. 

Active — Ga.  Med. — Anes 

Warren,  Walter  D. 

Active — Fulton — Su 

Whiddon,  C.  Maurice 
Active — Ga.  Med. — Su 

Wofford,  John  B. 

Active — Whitfield — Er 

Wynn,  O.  C. 

Active — Ware — FP 


PERSONALS 


217  Doctors  Building 
Columbus,  Georgia  31901 

Jefferson  Street 
Boston,  Georgia  31626 

N.  Cobb  Street 
Milledgeville,  Georgia  31061 

36  Medical  Arts  Center 
Savannah,  Georgia  31405 


160  N.  Main  Street 
Alpharetta,  Georgia  30201 

1010  Prince  Avenue 
Athens,  Georgia  30601 

1989  N.  Williamsburg  Dr. 
Decatur,  Georgia  30032 

Gibson  Street 
Hartwell,  Georgia  30643 

P.  O.  Box  6542,  Station  C 
Savannah,  Georgia  31405 

1968  Peachtree  Rd.,  N.  W. 
Atlanta,  Georgia  30309 

36  Medical  Arts  Center 
Savannah,  Georgia  31405 

1364  Clifton  Rd.,  N.  E. 
Atlanta,  Georgia  30322 

122  E.  Gaston  Street 
Savannah.  Georgia  31404 

Hamilton  Memorial  Hospital 
Dalton,  Georgia  30720 

861  Folks  St. 

Waycross,  Georgia  31501 


First  District 

David  Quinn  retired  in  June  after  24  years  of  service 
in  the  Dublin-Laurens  County  area  as  Director  of  the 
Veterans  Administration  and  later  as  Director  of  the 
District  Health  Office. 


Alvarez,  M.  L.  Waters  Avenue  & 63rd  St. 

Active — Ga.  Med. — -Path  Savannah,  Georgia  31404 


Hardy,  Wallace  E.  80  Butler  Street,  S.  E. 

Associate — DeKalb — OBG  Atlanta,  Georgia  30303 


Moon,  Elliott  C.  80  Butler  Street,  S.  E. 

Associate — DeKalb — OBG  Atlanta,  Georgia  30303 

Morrison,  Joseph  V.,  Jr.  4 Medical  Arts  Center 
Active — Ga.  Med. — Pd  Savannah,  Georgia  31405 

Ortiz,  Jesus  5105  Paulsen  Street 

Active — Ga.  Med. — P Savannah,  Georgia  31405 
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Fifth  District 

Allan  C.  Bleich  of  Atlanta  has  been  named  a Fellow 
of  the  American  College  of  Physicians. 

Walter  and  Gilbert  Wildstein,  Atlanta,  were  in 
Israel  to  dedicate  the  State  of  Georgia  Pylon  at  the 
John  F.  Kennedy  Peace  Forest  in  June.  The  Pylon,  one 
of  51  forming  the  Kennedy  Memorial,  was  dedicated  as 
a memorial  to  the  late  Dr.  Mitchell  Wildstein  of  Brook- 
lyn, N.  Y.,  father  of  the  Atlanta  physicians. 

Sixth  District 

Ben  Jenkins,  Newnan,  was  presented  with  a plaque 
of  appreciation  by  Dr.  Young  Choon  Lee,  founder  and 
chairman  of  the  Korean  Institute  for  Rural  Health  in 
Kaejong,  Kusan,  in  June.  Dr.  Jenkins  was  instrumental 
in  leading  the  Coweta  Medical  Society  to  send  drugs 
for  use  at  the  hospital,  a total  of  nine  million  dollars 
worth  over  a period  of  eight  years. 

Ninth  District 

Louis  G.  Cacchioli,  Hartwell,  was  honored  on  the 
25th  anniversary  of  his  beginning  practice  in  Hartwell 
by  the  citizens  of  that  town.  Festivities  proclaiming 
“Lou  Cacchioli  Day”  were  kept  secret  from  the  phy- 
sician until  the  morning  he  stepped  out  of  his  office  and 
found  the  townspeople  crowded  around  his  door.  He 
was  presented  with  a plaque  and  various  other  tributes 
commemorating  the  occasion. 

George  D.  Gowder,  Jr.,  will  open  an  office  in  Blairs- 
ville,  September  1,  1972. 

A.  A.  Rogers,  chairman  of  the  Jackson  County 
Board  of  Health  from  1941  to  1972,  was  presented  with 
a plaque  in  recognition  of  his  distinguished  service.  His 
son,  A.  A.  Rogers,  Jr.,  M.D.,  presented  it  to  him  in 
June  on  behalf  of  the  Board  of  Health  and  Health  De- 
partment employees. 

DEATHS 

Walter  Eugene  Matthews,  Jr. 

Walter  Eugene  Matthews,  Jr.,  Medical  College  of 
Georgia  professor,  died  June  18  in  an  Augusta  hospital. 

A native  of  Augusta,  Dr.  Matthews  was  a member  of 
St.  Paul’s  Episcopal  Church  where  he  was  a former 
vestryman. 

He  was  a graduate  of  the  University  of  Georgia  and 
served  his  internship  at  University  Hospital.  He  served 
two  years  of  residency  at  the  Duke  University  School 
of  Medicine  and  two  years  at  Strong  Memorial  Hospital, 
Rochester,  N.  Y. 

Dr.  Matthews  was  a professor  of  surgery  and  chair- 
man of  the  department  of  otolaryngology  at  the  Med- 
ical College  of  Georgia  and  the  Eugene  Talmadge  Me- 
morial Hospital,  past  president  of  the  Georgia  Society 
of  Ophthalmology  and  Otolaryngology,  member  of  the 
American  Academy  of  Otolaryngology  and  Ophthal- 
mology, member  of  the  American  Medical  Association, 
American  Laryngological  and  Rhinological  and  Oto- 
logical  Society  and  member  of  the  Augusta  Country 
Club. 

He  is  survived  by  his  widow,  Geraldine  Gerow  Mat- 
thews, Augusta;  two  sons,  Walter  Eugene  Matthews, 
III,  Augusta  and  Wayne  Gerow  Matthews,  Charlotte, 
i N.  C.;  a daughter,  Mrs.  E.  Dunbar  Harrison,  Jr., 

I Athens;  a brother,  Fred  Lewis  Matthews,  Orangeburg, 

: S.  C.  and  a sister,  Mrs.  Fred  Cadle,  Reliance,  Va. 

AUGUST  1972,  Vol.  61 


Prescribe 

the  discoverer’s  brand 


iDlaclllln’ 


(ampicillin  trihydrate) 


'capsules  equivalent  to  250  mg.  and  500  mg. 

ampicillin,  tor  oral  suspension  equivalent 
to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin. 


rnia 

Beecharn-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 


CLASSIFIED  ADVMTISING 


WANTED:  Associate  in  well  established  Family 
Practiee.  Fine  eommunity,  schools,  recreation 
and  plaee  to  live.  Contact  Dr.  W.  M.  Watkins, 
P.O.  Box  948,  Dublin,  Ga.,  or  call  272-0451. 

FOR  RENT : Office  space — 516  Baptist  Profes- 
sional Building,  340  Boulevard,  N.E.,  Atlan- 
ta, Georgia  30312.  404-523-8667. 

INTERNISTS  AND  FAMILY  PHYSICIANS  bad- 
ly needed  in  Atlanta  suburb  near  third  busiest 
airport  in  world.  New  offices  available  adja- 
cent to  new  385-bed  South  Fulton  community 
hospital.  Contact:  Mr.  Jim  Henderson,  Lee- 
Dixon  Realty,  Inc.,  5075  Old  National  High- 
way, Atlanta,  Georgia  30349.  Phone : 404- 
762-8175. 

EMERGENCY  ROOM  PHYSICIAN:  Will  func- 
tion as  part  of  team  in  providing  full  E.  R. 
coverage.  Salary  established  on  basis  of  fees, 
with  guaranteed  annual  minimum  of  $36,- 
000.  Appointment  to  medical  staff  required. 
Modem,  expanding,  280-bed,  JCAH -accredit- 
ed hospital  with  medical  staff  of  60  and  over 
600  employees.  Extremely  desirable  location 
in  N.E.  Georgia  with  the  beauty  of  Blue 
Ridge  mtns.  and  Lake  Lanier,  yet  only  45 
minutes  from  downtown  Atlanta  via  1-85. 
Adequate  leisure  time.  Write  or  call:  Person- 
nel Director,  Hall  County  Hospital,  Gaines- 
ville, Ga.  30501.  404-536-6611. 

OB-GYN  needed.  Ideal  location  for  solo  or 
group  practice.  Rapidly  growing  area.  Pop- 
ulation now  33,000,  expected  to  reach  60,000 
by  1980.  Served  by  62-bed  general  hospital, 
JCAH  fully  accredited.  900  births  annually 
in  service  area.  Present  active  Medical  Staff 
consists  of  7 GP’s  (none  are  aceepting  OB 
cases).  Service  area  has  no  OB-GYN.  E.R. 
room  staffed  24  hrs.  a day  by  group  of  E.R. 
physicians  on  contract.  Just  40  minutes  from 
dntn.  Atlanta  on  1-75.  For  further  details, 
contact  William  B.  Quillian,  Jr.,  M.D.,  41 
Nelson  St.,  Cartersville,  Ga.  30120,  (404) 
382-1225,  or  hospital  administrator,  F.  L. 
Mulkey,  P.O.  Box  508,  Cartersville,  Ga. 
30120,  (404)  382-1530. 


DICKEY-MANGHAM  COMPANY 

Insuring  Georgians  Since  1886 
1335  First  National  Bank  Tower 
Atlanta,  Ga.  30303  Phone  521-1541 

Complefe  Insurance  Service 
for 

Physicians  and  Surgeons 
Professional  Liability — Life — Disability 
Keogh  Plans 

Low  St.  Paul  Liability  Rates 


Ra  1 1 at  d 3 

Dispensing  Opticians 

Quality  and  Service  Since  1905 


105  PEACHTREE  STREET.  N.E. 

W.  W.  ORR  DOCTORS  BUILDING. 
BAPTIST  PROFESSIONAL  BUILDING 
SHEFFIELD  MEMORIAL  BUILDING 


The  right  school  makes 
all  the  difference 

At  WOODWARD  ACADEMY  your  child  can 
find  meaningful  direction  in  a challenging 
learning  atmosphere. 

We  offer; 

A co-educational,  college  prep  boarding  school 
program  for  boys  and  girls,  Grades  7-12. 

A challenging  program  that  stimulates  excellence. 
100%  of  students  go  to  college;  14  National  Merit 
Semi-Finalists,  6 commended. 

The  unique  experience  of  the  boarding  school 
where  the  student  cultivates  independence,  indivi- 
dual responsibility,  new  and  interesting  friends, 
maturity,  and  lots  of  fun! 

Enrichment  and  excellence— including  advanced 
placement  studies,  computer  training,  closed 
circuit  TV  system,  planetarium,  skilled  faculty 
committed  to  help  the  student,  and  modern 
facilities. 

Flexibility -with  a Reading  Disability  Program 
for  students  handicapped  with  Dyslexia  but  who 
have  college  potential. 

Complete  athletic  program:  soccer,  tennis,  track, 
basketball,  gymnastics.  Woodward  is  the  1970-71 
State  Champion  in  Football,  Wrestling,  and 
Swimming. 

Woodward  Academy 

For  further  information  write  or  call: 

Director  of  Admissions/ P.  0.  Box  87190 
College  Park,  Ga.  30337  / Tel.  AC  404-761-8881 
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MSD 


A New 

Dosage  Form: 


Cl 


500  mg 


Mintea>l 

(THIABENDAZOLE  I MSD) 


po  easy  to  take 
everyone  in  the  family 
will  keep  to  the 
regimen  you  prescribe 


nclude:  fever,  facial  flush,  chills,  conjunctival  injection, 
ngioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
including  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
‘upplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
n boxes  of  36,  strip  packaged,  individually  foil  wrapped; 
"uspension,  containing  500  mg  thiabendazole  per  5 cc,  in 
ottles  of  120  cc. 


I for  more  detailed  information,  consult  your  MSD  representa- 
kive  or  see  the  Direction  Circular.  Merck  Sharp  & Dohme, 
ivision  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486 


INDICATION  DOSAGE  SCHEDULE 


MINTEZOL®  (Thiabendazole,  MSD)  has  demonstrated 
effectiveness  against  a broad  spectrum  of  nematode 
infestations,  whether  encountered  singly  or  in  combination. 
Dosages  are  weight  related;  therefore,  a weight-dose  chart 
is  included  in  the  Direction  Circular  for  your  convenience 
when  writing  a prescription.  MINTEZOL  should  be  given  after 
meals  if  possible. 


INDICATIONS 

DOSAGE 
(1st  Day) 

ADDITIONAL 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  of 
1 tablet/50  lb 

Repeat 
7 days  later 

This  regimen  is 
designed  to  reduce 
the  risk  of 

reinfection.  However, 
if  not  practical, 
repeat  the  regimen 
the  next  day. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  of 
1 tablet/50  lb 

Repeat  the 
next  day 

Alternatively,  a single 
dose  of  2 tablets/50  lb 
may  be  given.  However, 
a higher  incidence  of 
side  effects  should  be 
expected. 

Creeping 

eruption 

Two  doses  of 
1 tablet/50  lb 

Repeat  the 
next  day 

If  active  lesions  are 
still  present  2 days 
after  completing 
this  regimen,  a 
second  course  is 
recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive 
phase  of 
the  disease 

Two  doses  of 
1 tablet/50  lb 

Repeat  for 
2 to  4 
successive 
days 

The  optimal  dosage 
for  the  treatment 
of  trichinosis 
has  not  been 
established. 

The  recommended  maximal  daily  dosage  is  3 g (6  tablets). 

*Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 
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In  order  to  evaluate  the  approach  of  the 
practicing  physician,  78  doctors  in  the 
greater  Atlanta  community  were 
interviewed  regarding  the  prevalence 
of  suicide  in  their  practices. 

Suicide  and  the  Physician:  Experience  and 
Attitudes  in  the  Community 

KENNETH  R.  WHITTEMORE,  Ph.D.,*  MR.  JEFF  NUGENT  and  MR.  PAUL  BOOM,  Atlanta 


S EVERAL  PUBLISHED  ARTICLES  have  emphasized 
that  many  suicidal  patients  present  to  their  family 
physician  a “cry  for  help.”^’  ® These  papers 
have  urged  the  practicing  physician  to  meet  the  chal- 
lenge posed  by  these  patients  by  promptly  respond- 
ing with  encouragement,  guidance  and  a watchful 
eye. 

This  study  was  aimed  at  determining  how  physi- 
cians felt  about  treating  suicidal  patients,  how  much 
training  each  had  in  suicide  and  suicide  intervention, 
and  how  they  handled  these  patients  in  everyday 
practice.  Of  interest,  also,  was  information  concern- 
ing the  use  physicians  were  making  of  the  emergency 
telephone  service  provided  by  the  suicide  prevention 
center  (Fulton-DeKalb  Emergency  Mental  Health 
Service).  Finally,  it  was  hoped  that  new  ideas  for 
suicide  prevention  would  be  elicited. 

Sample  and  Method 

Of  the  approximately  1,200  community  physi- 
cians in  the  Fulton  County  and  DeKalb  County 
Medical  Societies,  the  names  of  80  practicing  phy- 
sicians were  randomly  chosen  from  four  medical 
specialties.  The  sample  included  20  members  of  each 
of  the  following  specialties:  General  Practice,  Gen- 
eral Surgery,  Obstetrics-Gynecology,  and  Internal 
Medicine.  Allowance  for  the  greater  number  of  phy- 
sicians in  Fulton  County  was  made  by  choosing  15 
of  each  group  of  20  from  this  county. 

In  addition  to  the  practicing  physicians,  10  resi- 
dents were  also  selected.  The  names  of  four  medical 

* Director  of  Research,  Division  of  Mental  Health,  Fulton  County 
(Atlanta,  Georgia)  Health  Department. 


and  four  surgical  residents  presently  in  training  at 
Grady  Memorial  Hospital,  the  county  hospital  and 
emergency  center  for  the  above  two  counties  were 
placed  in  the  resident  sample.  All  had  served  in  the 
emergency  room  for  at  least  one  month  during  the 
preceding  year.  One  surgical  and  one  medical  resi- 
dent from  Piedmont  Hospital,  a private  Atlanta  hos- 
pital, were  added  to  the  resident  group. 

The  median  age  for  practicing  physicians  was  45 
years.  Median  years  since  last  year  of  medical  school 
was  20.  Sixty-eight  per  cent  of  the  total  sample  at- 
tended medical  school  in  the  southeastern  United 
States,  and  8 per  cent  attended  foreign  medical 
schools. 

Each  of  the  80  private  practitioners  was  sent  a 
short  introductory  letter,  assuring  each  of  the  con- 
fidentiality of  the  personal  interview  which  would 
follow.  Each  was  asked  to  list  numerically  the  num- 
ber of  suicidal  patients  whom  he  had  seen  during  the 
preceding  12  month  period  and  subdivide  these  cases 
into  completed  suicides,  suicide  attempts,  and  verbal 
threats  of  suicide.  They  were  also  asked  how  many 
of  these  patients  were  seen  in  the  preceding  30-day 
period. 

Permission  for  personal  interview  at  the  physi- 
cian’s office  was  obtained  by  initial  telephone  con- 
tact. Five  physicians  could  not  be  contacted,  and  al- 
ternates were  randomly  chosen  to  replace  them. 
Eight  physicians  would  permit  interview  by  tele- 
phone only;  two  members  of  the  original  80  refused 
to  be  interviewed.  Thus,  20  internists,  20  surgeons, 
19  obstetricians,  19  general  practitioners,  and  10 
residents  made  up  the  final  sample. 
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SUICIDE  / Whittemore,  et  al. 

During  the  interview,  each  physician  was  asked 
a predetermined  set  of  open-ended  questions  regard- 
ing his  experience  with  suicidal  patients,  his  attitudes 
toward  them,  his  psychiatric  training,  and  his  meth- 
od of  recognizing  and  treating  the  potentially  suici- 
dal person.  Each  individual  was  also  encouraged  to 
contribute  whatever  he  thought  important  outside 
the  structured  general  topics. 

Results 

Suicidal  Patients  in  Private  Practice 

These  physicians,  who  comprise  approximately 
10  per  cent  of  the  total  number  of  stated  specialists 
in  this  two-county  area,  saw  13  persons  who  later 
committed  suicide  during  the  12  month  period. 
There  were  132  reported  suicides  in  Fulton  and  De- 
Kalb  Counties  during  this  same  period. 

One  hundred  and  five  individuals  who  attempted 
suicide  were  treated  during  this  one  year  interval  by 
these  physicians.  These  attempts  involved  various 
degrees  of  intent  to  achieve  total  self-destruction; 
however,  most  were  described  as  “serious”  attempts. 
Some  physicians  dealt  with  many  more  attempts 
than  did  others.  Six  per  cent  had  never  seen  a sui- 
cidal patient,  although  all  had  been  in  practice  great- 
er than  10  years.  One  of  these  men  was  a 66-year- 
old  foreign-born  general  practitioner,  who  had  been 
in  practice  for  over  40  years.  Table  I presents  data 
concerning  the  stated  case  loads  of  suicidal  patients 
seen  by  these  physicians. 

Table  II  provides  a breakdown  of  the  types  of  sui- 
cidal patients  seen  per  month  and  year  by  the  four 
groups  of  physicians.  The  data  reported  for  number 
of  threats  is  not  exact  since  many  doctors  recalled 
only  “sincere”  threats;  others  (particularly  sur- 
geons) could  not  give  accurate  data  for  this  group. 
As  can  be  seen,  surgeons  and  general  practitioners 
saw  more  patients  who  completed  suicide,  while  in- 
ternists and  obstetrician-gynecologists  heard  more 
threats.  It  is  of  interest  that  the  surgeons  who  saw 


32  completed  or  attempted  suicides  could  give  no 
data  concerning  threats  heard  per  year. 

Attitudes 

When  questioned  about  their  emotional  reaction 
to  suicidal  patients,  77  per  cent  of  the  physicians 
stated  that  they  were  sympathetic  and  receptive,  al- 
though approximately  one-third  felt  frustrated  with  :i 
their  lack  of  success  with  these  patients.  Four  prac- 
ticing  physicians  (three  surgeons,  one  general  prac-  I 
titioner)  admitted  that  anger  was  usually  their  out-  j 
standing  response.  Thirteen  were  apathetic  or  could  j 
identify  no  strong  feeling  about  these  patients.  Of  ‘ 
the  small  sample  of  residents,  less  than  one-half  con- 
sidered themselves  sympathetic;  three  of  10  identi- 
fied hostility  as  their  outstanding  reaction. 

Only  one  physician  in  the  entire  sample  admitted  E 
personal  experience  with  suicide  in  his  immediate  t 
family;  however,  20  per  cent  know  of  a close  person- 
al friend  or  associate  who  had  completed  suicide.  [ 
Ninety  per  cent  of  the  residents  and  practitioners 
felt  that  their  professional  experience,  and  not  ex- 
perience with  family  or  friends,  most  shaped  their 
attitudes  concerning  suicide. 

Eighteen  of  the  total  sample  thought  that  patients  | 
who  attempted  or  completed  the  act  of  suicide  were  1 
in  all  cases  either  neurotic  or  psychotic  individuals.  | 
Half  said  that  these  patients  could  not  always  be  giv- 
en a psychiatric  diagnosis  prior  to  the  act. 

Training 

Ninety  per  cent  of  this  sample  could  recall  essen-  } 
tially  no  instruction  in  medical  school  regarding  sui-  i 
cide.  Older  physicians  commented  on  the  lack  of  j 
emphasis  placed  on  psychiatry  at  the  time  they  | 
trained.  Younger  physicians  said  that,  at  most,  only  : 
one  or  two  psychiatry  lectures  were  devoted  to  the  j 
problem  of  suicide  and  other  psychiatric  emergen-  j 
cies,  while  they  were  in  medical  school. 

Recognition  anti  Disposition  ! 

When  asked  to  identify  the  potentially  suicidal  pa-  i 
tient,  the  residents  almost  unanimously  mentioned  ! 
two  groups,  manipulative  women  who  make  impul-  i 


TABLE  I 

NUMBER  OF  PHYSICIANS  SEEING  STATED  CASE  LOAD 
PATIENTS  (SUICIDES,  ATTEMPTS,  THREATS)  PER 

OF  SUICIDAL 
YEAR 

Number 

Number 

Number 

No.  Who  Have  Never  Seen 

Seeing 

Seeing 

Seeing 

a Suicidal  Patient  in 

0/yr. 

1-3/yr. 

4 /more 

All  Y'^ears  of  Practice 

General  practice 

4 

4 

11 

1 

Internal  medicine 

5 

9 

6 

1 

General  surgery 

7 

10 

3 

O 

O 

Obstetrics-GYN  . 

6 

8 

5 

0 
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TABLE  II 

TYPES  OF  SUICIDAL  PATIENTS  SEEN  PER  MONTH  AND  PER  YEAR  BY  PHYSICIANS* 


Internists  Surgeons  OB-GYN  Gen.  Practitioners 

Cases  Cases  Cases  Cases 

Yr.  Mo.  Yr.  Mo.  Yr.  Mo.  Yr.  Mo. 


Completed  suicides  ...1  0 4 0 2 0 6 2 

Attempted  suicides  ...  33  11  28  1 12  2 32  0 

“Sincere”  threats  25+  3 7 3 18+  1 50+  0 


* Omitting  the  number  seen  by  one  internist,  who  was  med  ical  consultant  to  several  Atlanta  psychiatric  hospitals. 


sive  gestures  and  truly  depressed  men  and  women. 
They  described  this  second  group  as  individuals  who 
had  lost  everything,  found  themselves  failures  in 
achieving  lifetime  goals,  and  those  who  were  facing 
“very  heavy  environmental  loads.”  Three  of  the  10 
residents  mentioned  the  high  degree  of  lethality  of 
attempts  by  mood-cyclic  psychotic  persons. 

All  residents  routinely  referred  suicidal  patients 
to  the  psychiatric  service  immediately  after  tending 
to  the  acute  medical  and  surgical  needs.  No  resident 
had  ever  given  the  telephone  number  of  the  suicide 
prevention  center  to  a suicidal  patient,  although 
eight  of  the  10  residents  knew  of  the  existence  of 
this  service. 

Among  the  78  practicing  physicians,  72  described 
the  deeply  depressed  individual  as  the  most  likely 
candidate  for  suicide.  Two  surgeons,  one  general 
practitioner,  and  one  internist  could  think  of  no 
helpful  sign  or  symptom  which  might  alert  the  doc- 
tor to  the  increased  probability  of  suicide  in  any 
given  patient.  Approximately  one-half  pointed  out 
that  sex  and  age  of  the  patient  had  significance  when 
trying  to  judge  suicide  potential.  Most  physicians 
voluntarily  identified  one  or  more  of  the  following 
high  risk  groups:  alcoholics,  agitated  depressives, 
patients  with  a previous  history  of  suicide  attempts, 
those  with  recent  loss  of  a loved  one,  disastrous  fi- 
nancial failures.  Terminally  ill  patients  were  not  con- 
sidered high  risks.  Several  gynecologists  identified 
the  introvert  with  insurmountable  family  problems 
as  being  most  potentially  suicidal.  Five  obstetricians 
stated  that  young  unwed  mothers  commonly  threat- 
en suicide,  but  it  was  the  older  mothers  with  un- 
wanted pregnancies  who  were  especially  genuine  in 
their  threats. 

Each  physician  was  asked  if  he  ever  posed  a di- 
rect line  of  questioning  to  the  patient  as  to  suicidal 
thoughts  or  plans.  Forty  per  cent  said  they  did  not 
hesitate  to  make  such  inquiry.  Table  III  presents 
data  concerning  this  issue.  Twenty-six  per  cent  never 
asked,  either  openly  or  subtly;  most  of  these  physi- 
cians considered  it  dangerous  “to  put  such  thoughts 
I into  the  patient’s  mind,”  if  these  ideas  were  not  al- 
ready there.  Three  doctors  stated  that  they  thought 


their  patients  would  become  very  angry  if  they 
“pushed  this  ‘suicide  thing’  too  much.”  Less  than 
half  of  the  surgeons  interviewed  never  brought  up 
the  subject  of  suicide  with  patients,  while  only  two 
of  the  20  internists  never  inquired. 

Each  physician  was  asked  to  reveal  referral  agen- 
cies used,  when  he  desired  aid  in  caring  for  suicidal 
patients.  Table  IV  shows  agencies  used  and  number 
of  physicians  using  them. 

Although  88  per  cent  of  practitioners  and  resi- 
dents were  aware  of  the  existence  of  the  emergency 
telephone  service,  only  3 per  cent  had  made  use  of 
this  service.  Psychiatric  referrals  were  by  far  the 
most  frequent  method  of  disposition. 

Ideas  About  Suicide  Prevention 

One-half  of  all  those  interviewed  felt  that  earlier 
detection  and  more  prompt  psychiatric  referral 
would  somewhat  lower  the  suicide  rate.  The  most 
frequent  suggestion  for  prevention  was  limitation  of 
sedative  dosages  for  individual  prescriptions;  two  in- 
ternists placed  “no  refill”  on  all  sedative  prescrip- 
tions. Education  of  physicians  concerning  the  impor- 
tance of  early  referral  of  suicide  threats  and  attempts 
was  suggested  by  many. 

Two-thirds  of  all  sampled  physicians  thought  that 
the  emergency  telephone  service  might  reduce  the 
suicide  rate;  opinion  was  uniform  that  the  prime 
purpose  of  the  emergency  service  was  to  save  lives. 
One-fifth  thought  that  the  project  would  turn  out  to 
be  useless.  Major  criticisms  were  that  the  truly  sui- 
cidal person  would  not  call  a stranger  on  the  phone; 
truly  suicidal  patients  could  not  be  talked  out  of  sui- 
cide if  they  “really”  wanted  to  do  it;  and  prank  calls 
could  very  easily  monopolize  telephone  time.  Ten 
physicians  expressed  a desire  for  more  publicity  of 
the  emergency  telephone  number.  Suggestions  in- 
cluded the  printing  of  cards  for  the  physician’s  desk, 
daily  ads  in  the  newspaper,  and  listing  the  telephone 
number  in  the  front  of  the  telephone  directory  with 
other  emergency  numbers. 

It  is  clear  that  practitioners  of  medicine  are  mak- 
ing the  diagnosis  of  “suicidal  patient”  at  a very  late 
stage.  In  the  physicians’  experience  reported  here. 
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TABLE  m 

METHOD  OF  HANDLING  SUSPECTED  SUICIDAL  PATIENTS 


Internists 

Surgeons 

OB-GYN 

General 

Practitioners 

Residents 

Asks  without  hesitation  if  planning  suicide 

11 

5 

8 

7 

9 

Occasionally  or  rarely  asks  if  planning  suicide  . . 

7 

4 

7 

9 

1 

Never  asks  if  thinking  about  or  planning  suicide 

2 

11 

4 

3 

0 

Total  

20 

20 

19 

19 

10 

more  patients  were  identified  as  being  “suicidal”  af- 
ter suicidal  action  than  were  identified  as  being  “po- 
tentially suicidal”  prior  to  the  time  of  life-threatening 
action. 

The  problem  of  recognition  of  the  potentially  sui- 
cidal patient  is  a complex  one.  The  patient  may  hide 
his  emotions  from  a cold  or  impersonal  physician. 
The  physician  may  miss  all  the  clues  of  depression, 
and  even  if  he  recognizes  depression,  he  may  not 
think  of  (or  want  to  pursue  further)  the  possibility 
of  suicide.  The  doctor  may  not  obtain  a complete  so- 
cial and  emotional  history  of  the  patient,  or  the  pa- 
tient may  withhold  information,  even  when  detailed 
questions  are  asked. 

It  is  our  impression  that  were  a physician  to  seek 
out  potentially  suicidal  patients  in  his  practice,  a 
substantial  number  would  be  found.  The  fact  that 
6 per  cent  of  the  physicians  in  this  study  had  not 
knowingly  talked  to  a suicidal  patient  in  greater  than 
10  years  of  praetice  implies  that  at  least  this  6 per 
cent  rarely  looked  for  suicidal  thoughts  in  their  pa- 
tients. We  feel  that  the  number  of  suieidal  patients 
a physician  sees  in  his  practice  is  related  to  his  dili- 
gence in  careful  inquiry  about  emotional  and  social 
health. 

Most  physicians  know  the  danger  signals  of  can- 
cer, and  95  per  cent  of  the  physicians  in  this  study 
knew  the  important  danger  signals  of  suicide,  but 
these  men  are  much  more  prepared  to  pursue  a find- 
ing such  as  severe  rectal  bleeding  than  a finding  of 
severe  depression.  Only  40  per  cent  of  these  physi- 
cians would  ask  without  hesitation  a severely  de- 


pressed person  if  he  were  thinking  of  taking  his  life; 
26  per  cent  never  asked.  Why  do  so  many  doctors 
avoid  discussion  concerning  suicide  with  their  pa- 
tients? Is  he  afraid  of  the  “danger”  of  introducing 
the  idea?  Is  he  afraid  the  patient  will  become  angry 
with  him  for  bringing  up  the  subject,  or  is  he  afraid 
he  will  become  angry  if  the  subject  of  suicide  comes 
up?  Is  he  concerned  that  he  will  be  inadequate 
should  the  problem  of  suicide  arise?  Is  he  “too  busy” 
with  organic  disease  to  take  the  time  to  cope  with 
emotional  problems? 

Litman®  has  emphasized  that  one  is  not  introduc- 
ing a new  idea  when  he  initiates  discussion  of  sui- 
cide, for  almost  everyone  has  had  brief  suicidal 
thoughts.  One  is  obtaining  information  which  may 
save  a life  when  he  directly  questions  a suspicious 
patient  concerning  suicidal  contemplations. 

It  was  interesting  to  find  that  only  four  of  78  phy- 
sicians interviewed  would  admit  that  anger  was  their 
outstanding  emotional  response  when  presented  with 
a suicidal  patient,  for  far  greater  than  this  number 
were  observed  during  the  course  of  the  interview  to 
exhibit  feelings  of  disgust,  frustration  and  annoy- 
ance. That  the  practitioner  was  ill-prepared  to  han- 
dle these  patients  is  not  surprising  in  view  of  the  lit- 
tle formal  training  which  each  had  received.  Since 
internship  the  physicians  have  been  in  the  practice 
of  immediately  shifting  responsibility  of  the  care  of 
suicidal  patients  to  psychiatrists. 

Most  physicians  definitely  felt  that  their  role 
should  be  to  get  the  suicidal  patient  to  a psychiatrist 
as  soon  as  possible,  although  many  expressed  dis- 


TABLE  IV 

RESOURCES  USED  WITH  SUICIDAL  PATIENTS 

Internists 

Surgeons 

OB-GYN 

General 

Pi’actitioners 

Residents 

Psychiatric  consultation  or  referral 19 

16 

19 

14 

10 

County  hospital  emergency  room 7 

6 

12 

13 

10 

Telephone  number  of  suicide  prevention  center  0 

2 

0 

1 

0 

Psychiatric  hospital  (private  or  state)  16 

10 

7 

11 

10 
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satisfaction  with  the  therapeutic  results  of  psychiatric 
treatment.  A few  pointed  out  their  preference  for 
general  practitioners,  internists,  and  clergymen  as 
most  effective  therapists  for  their  suicidal  patients. 
All  nonpsychiatrists  faced  problems  of  restrictive 
hospital  policies  for  admission  of  suicidal  patients, 
requirements  for  constant  attendance  at  the  bedside 
of  such  patients,  lack  of  adequate  psychiatric  super- 
vision at  many  institutions,  and  the  problem  of  send- 
ing the  patient  to  a charity  or  state  hospital  versus 
a private  hospital. 

Physicians  are  not  making  use  of  the  telephone 
service,  although  this  24  hour  emergency  agency  is 
staffed  by  personnel  specially  trained  in  tiding  pa- 
tients through  emotional  crises,  and  referring  them 
to  appropriate  professional  help.  Physicians  are  not 
convinced  of  the  center’s  value,  although  similar 
emergency  centers  in  other  major  cities  have  been 
of  significant  benefit  to  suidical  persons.®  Paradox- 
ically, they  felt  that  more  publicity  was  needed  for 
the  telephone  service. 

Summary 

Seventy-eight  randomly  selected  private  practi- 
tioners in  greater  Atlanta  and  10  resident  physicians 
were  interviewed  regarding  their  experience  with 


suicide  in  the  preceding  year.  Most  physicians  were 
inadequately  trained  to  handle  these  patients  alone, 
and  most  quickly  shifted  responsibility  for  care 
to  the  psychiatrist.  Recognition  and  disposition  of 
cases  varied  greatly  with  individual  physicians.  Most 
physicians  were  hesitant  to  directly  inquire  about 
suicidal  thoughts.  Limited  sedative  prescription  and 
diligence  in  taking  emotional  history  were  thought 
to  be  the  most  important  contributions  individual 
physicians  could  make  in  preventing  suicide. 

99  Butler  St.,  S.E. 
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HIGHLIGHTS  OF  EXECUTIVE  COMMITTEE  OF  COUNCIL 

July  2,  1972 


Podiatry  Legislation:  Voted  to  support  legislation  to 
define  Podiatrists  as  Doctors  of  Podiatric  Medicine 
rather  than  as  Doctors  of  Medicine. 

Committee  on  Communications:  Authorized  Chair- 
man and  staff  to  attend  AMA  Communications  In- 
stitute in  Chicago. 

Quackery  Legislation:  Received  report  on  MAG 
legislative  activities  regarding  inclusion  of  Chiropractic 
coverage  in  all  insurance  policies. 

Medical  Ethics:  Referred  to  the  Professional  Con- 
duct and  Medical  Ethics  Committee  question  of  Anti- 
Trust  implications  in  MAG’s  Medical  Ethics. 

GRMP:  Received  a report  from  Dr.  Barrow  concern- 
ing new  directions  of  Regional  Medical  Program  in  de- 
veloping new  approaches  to  health  care  delivery. 

GMCF:  Received  report  from  Dr.  Dowda  indicating 
that  a new  contract  was  being  negotiated  between  the 
Foundation  and  the  State  Department  of  Human  Re- 
sources. 

EMCRO:  Mr.  Jablonowski  reported  that  an  addi- 


tional $16,000.00  had  been  funded  for  the  development 
of  computer  programming  in  the  EMCRO  Project. 

Georgia  Osteopathic  Association:  Appointed  Com- 
mittee to  meet  with  Georgia  Osteopathic  Association  to 
explore  possibilities  of  MAG  membership  for  Osteo- 
paths with  full  practice  licenses. 

President’s  Report:  Approved  Dr.  Dowda's  sugges- 
tion to  invite  to  all  Executive  Committee  meetings  the 
Chairman  of  GaMPAC,  Director  of  GRMP  and  Chair- 
man of  GMCF. 

Appointments:  In  addition  to  Dr.  Eldridge  as  Chair- 
man, Dr.  Wells  named  Drs.  J.  T.  Christmas  and  Flem- 
ing L.  Jolley  to  serve  as  members  of  MAG’s  Finance 
Committee. 

Physician-Hospital  Disagreement:  Approved  advis- 
ing physicians  and  hospital  authority  of  Burke  County 
Hospital  that  MAG  Executive  Committee  would  be 
agreeable  to  serving  as  Arbitration  Board,  if  they  so 
desired. 

Next  Meeting:  Sunday,  August  13,  1972,  1:00  p.m  . 
the  Executive  Park  Motor  Hotel,  Atlanta. 
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JT  hen  the  Government  decides  what  drug 
should  he  prescribed,  is  the  patient 
better  served? 


Relative  Efficacy 

MR.  C.  JOSEPH  STETLER,*  Washington,  D.C. 


In  the  fall  of  1971,  several  officials  of  the  Food 
and  Drug  Administration  began  stating  that  drug 
manufacturers  should  provide  information  on  the 
comparative  usefulness  of  their  medications  in  the 
treatment  of  specific  conditions.  Such  “relative  ef- 
ficacy” data,  they  said,  should  be  made  part  of  the 
prescribing  information  supplied  to  physicians  in 
drug  product  labeling. 

To  persons  familiar  with  the  history  of  the  Food, 
Drug  and  Cosmetic  Act,  the  statements  from  FDA 
were  far  from  novel.  Indeed,  the  matter  had  been 
thoroughly  discussed  a decade  before,  when  Con- 
gress was  in  the  process  of  enacting  the  1962 
Amendments  to  the  Act. 

At  that  time.  Secretary  of  Health,  Education  and 
Welfare  Abraham  Ribicoff  stated  unequivocally  that 
those  who  had  expressed  concern  that  the  new  law 
might  be  used  to  permit  the  federal  government  to 
make  relative  efficacy  judgments  had  “no  basis  for 
such  apprehensions.”  The  proposed  amendments, 
he  stressed:  “would  merely  require  a showing  that 
the  new  drug  described  in  the  application  is  safe  for 
use  and  is  effective  in  use,  under  conditions  pre- 
scribed, recommended  or  suggested,  in  the  labeling 
thereof.  This  would  not  require  a showing  of  rela- 
tively greater  efficacy  than  that  of  other  drugs.  It 
would  merely  require  that  a drug  . . . must  live  up 
to  the  claims  made  for  it.’’^ 

When  Colorado  Senator  John  A.  Carroll  specifi- 
cally asked  Secretary  Ribicoff  if  FDA  wanted  the 
power  to  decide  relative  efficacy,  Mr.  Ribicoff  an- 
swered: “We  do  not  seek  it.  We  do  not  want  it.  And 
my  testimony  indicated  we  do  not  intend  to  pass  on 
it.  . . . We  do  not  want  to  pass  on  relative  efficacy. 
We  do  not  want  to  say  that  drug  A is  better  than 
drug  B or  B is  greater  than  C.  We  are  not  looking 
for  that  at  all,  and  we  do  not  think  it  is  necessary.” 

Change  Position 

Yet  now  it  appears  some  at  FDA  intend  to  change 
the  department’s  stated  position,  apparently  on  the 


* President,  Pharmaceutical  Manufacturers  Association. 

1.  Drug  Industry  Antitrust  Act,  Senate  Subcommittee  on  Antitrust 
and  Monopoly,  part  5,  September  13,  1961,  page  2585. 


unsupportable  grounds  that  drug  labeling  that  does 
not  indicate  the  product’s  relative  position  on  a ther- 
apeutic scale  is  not  fully  informative  or  is  somehow 
false  or  misleading. 

The  question  of  whether  relative  efficacy  should 
be  judged  by  the  government  is  preceded  by  the 
question  of  whether  it  can  accurately  be  determined. 
For  some  drugs,  experts  have  reached  a consensus. 
In  these  cases,  the  less  desirable  drug  either  has  van- 
ished (bromides  for  anxiety,  mercurials  for  diure- 
sis), or  has  shrunk  to  prescribing  levels  justified  by 
the  advantages  it  retains  (veratrum  for  hyperten- 
sion, sulfonamides  for  infection).  Results  of  this  sort 
do  not  require  government  intervention. 

There  are,  however,  many  areas  of  therapy  and 
many  groups  of  drugs  for  which  a consensus  has  not 
been  reaehed.  Although  no  one  seems  to  claim,  for 
example,  that  the  major  antihypertensive  drugs  now 
available  are  indistinguishable  with  respect  to  effica- 
cy or  usefulness,  informed  experts  decline  to  make 
arbitrary  judgments  about  the  order  in  which  par- 
ticular drug  products  should  be  used.  Furthermore, 
a number  of  controlled  studies  have  failed  to  show 
any  significant  difference  between  the  major  hypo- 
tensive drugs. ^ 

This  fact  is  a strong  argument  against  legislation 
now  pending  (S.  2812,  92nd  Congress)  that  would 
prevent  the  marketing  of  any  drug  not  proven  to  be 
better  than  those  already  available.  Had  this  bill 
been  in  effect  when  the  first  thiazide  diuretics 
reached  the  market,  it  seems  likely  that  only  a hand- 
ful would  be  available.  Now  the  physician  can 
choose  from  more  than  a dozen  diuretic  products  to 
meet  his  patient’s  needs;  and  the  availability  of  these 
alternatives  has  probably  been  a factor  in  the  15  per 
cent  reduction  in  the  price  of  the  average  diuretic. 

Disincentives  to  Research 

Had  the  FDA  taken  the  shortsighted  position  that 
one  or  two  drugs  for  each  therapeutic  need  should 

2.  For  example,  see:  Aoki,  V.  S.:  Hydralazine  and  rnethyldopa  in 
thiazide-treated  hypertensive  patients.  Amer.  Heart  J.  79:798-804,  June 
1970.  Gibb.  W.  E..  Malpas,  J.  S.,  Turner.  P.  and  White,  R.  J.:  Com- 
parison of  bethanidine,  alpha-methyldopa,  and  reserpine  in  essential 
hypertension.  Lancet  2:275-7,  Aug.  8,  1970.  Oates.  J.  A.,  Seligmann. 
A.  W.,  Clark,  M.  A.,  Rousseau,  P.  and  Lee,  R.  E.:  The  relative  ef- 
ficacy of  guanethidine,  rnethyldopa  and  pargyline  as  antihypertensive 
agents.  New  Eng.  J.  Med.  273:729-34.  Sept.  30.  1965. 
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suffice,  such  disincentives  to  research  would  be  the 
consumer’s  loss.  It  is  thus  impossible  to  justify  the 
relative  efficacy  requirement  from  an  economic  point 
of  view,  let  alone  a medical  one. 

Still,  some  FDA  employees  are  ready  to  decide 
such  issues.  According  to  the  Washington  Post  of 
October  24,  1971,  “some  [FDA]  scientists  say  that 
the  diuretic  market  is  saturated.  ‘We  need  another 
diuretic  like  a hole  in  the  head’  one  FDA  scientist 
said.” 

The  American  people  must  ask  themselves:  Do 
they  want  FDA  deciding  when  the  last  diuretic  has 
been  discovered,  or  do  they  want  to  see  further  re- 
search leading  to  improved  diuretics  encouraged? 

Later  Advantages 

In  this  connection,  it  is  noteworthy  that  early  tests 
of  a drug  often  fail  to  uncover  some  of  its  best  ad- 
vantages. Because  FDA  traditionally  has  followed 
the  lawfully  required  and  prudent  course  of  letting 
the  relative  merits  of  drugs  be  found  through  expe- 
rience, many  have  been  discovered  to  have  unex- 
pected major  indications  after  periods  of  use  for  oth- 
er, less  important  conditions.  For  example: 

The  early  research  on  dimenhydrinate  was  direct- 
ed toward  its  antihistaminic  properties;  only  late  in 
the  program  was  another  of  its  characteristics — its 
usefulness  against  motion  sickness — noticed; 

The  first  research  using  the  phenothiazines  was 
in  sedation;  the  drugs’  cardinal  value  in  psychoses 
came  to  clinicians’  attention  later; 

The  value  of  isoproterenol  in  shock,  of  mafenide 
acetate  in  burns,  and  of  lidocaine  in  cardiac  ar- 
rhythmia, were  not  recognized  for  years  after  their 
widespread  use. 

Because  in  these  cases  FDA  did  not  argue  that 
still  another  antihistamine,  another  sedative,  one 
more  cardiac  stimulant,  yet  another  topical  antibac- 
terial and  another  local  anesthetic  was  not  needed, 
hundreds  of  thousands  of  patients  have  benefited 
enormously,  in  many  cases  to  the  extent  of  recover- 
ing the  chance  to  live. 

The  National  Academy  of  Sciences/ National  Re- 
search Council’s  1969  Drug  Efficacy  Study  com- 
mented on  the  point: 

“The  final  arbiter  of  the  value  of  a drug  is  the 
consensus  of  the  experience  of  critical  physicians 
in  its  use  in  the  practice  of  medicine  over  a period 
of  years.  Approval  of  a new  drug  for  release  to 
the  market  is  only  a license  to  seek  this  experi- 
ence.”® 

Efficacy  Roadblock 

Another  roadblock  to  definitive  relative  efficacy 
statements  is  the  lack  of  unanimity  as  to  the  precise 

3.  Drug  Efficacy  Study,  A Report  to  the  Commissioner  of  Food  and 
nrugs,  National  Academy  of  Sciences,  National  Research  Council, 
tvashington,  D.C.,  1969,  page  9 (mimeo). 


ranking  of  alternative  therapies  for  many  conditions; 
indeed,  there  often  is  no  agreement  about  what  the 
alternatives  are. 

Even  in  the  case  of  the  antibiotics,  where  it  is  of- 
ten assumed  that  it  is  easy  to  match  the  medication 
against  the  disease,  it  is  not  uncommon  to  find  au- 
thoritative disagreements  as  to  the  drugs  of  first 
choice  (or  second  and  third).  For  example,  one  well 
known  medical  guide^  suggests  that  the  drug  of  first 
choice  in  the  treatment  of  acute  gonococcal  infec- 
tions is  procaine  penicillin  G,  and  that  a tetracycline 
or  erythromycin  may  be  used  as  alternatives;  a sec- 
ond and  equally  respected  book®  mentions  no  al- 
ternatives; a third®  lists  erythromycin  ahead  of  tetra- 
cycline, and  adds  a cephalosporin  to  the  list  for  the 
physician  to  consider;  still  another  book’^  does  not 
list  any  of  the  alternates  listed  in  The  Medical  Letter 
Reference  Handbook^  and  The  Merck  Manual,^  but 
adds  six  separate  penicillinase-resistant  penicillins, 
and  (any)  sulfonamide.  None  of  the  referenced 
guides  mentions  spectinomycin,  a relatively  new 
(1971)  antibiotic  that  has  been  the  subject  of  nu- 
merous favorable  reports. 

Dr.  Louis  Lasagna,  head  of  the  University  of 
Rochester  Medical  School’s  department  of  pharma- 
cology and  toxicology,  has  observed:  “.  . . the  ex- 
perts can  err — witness  the  thromboembolic  hazards 
of  the  Pill,  or  the  clinical  reports  (so  long  derided) 
on  the  antidepressant  properties  of  phenothiazines. 

. . . What  is  more,  the  experts  often  disagree  among 
themselves — if  you  doubt  this,  poll  any  group  of  ex- 
perts on  the  antibiotics  of  choice  to  be  used  in  treat- 
ing septicemia  of  unknown  origin.”® 

Such  disagreement,  however,  is  not  a question  of 
one  authority  being  right  and  another  wrong.  It  must 
be  borne  in  mind  that  the  physician  is  dealing  not 
only  with  a disease  which  may  follow  a varied  course 
but  also  with  an  individual  patient,  whose  reactions 
to  the  drugs  prescribed  may  be  crucial  to  the  out- 
come of  the  therapy. 

Therapeutic  Relationship  Factors 

The  four  main  factors  in  a therapeutic  relation- 
ship are:  (1)  Physician  prescribes  (2)  drug  against 
(3)  disease  of  (4)  the  patient.  The  notion  of  rela- 
tive efficacy  assumes  that  for  a given  disease,  drugs 
can  be  ranked  independent  of  physician  and  patient. 
This  assumption  is  false.  Because  the  individual  pa- 
tient’s reactions  can  make  it  dangerous  to  give  him 
what  for  most  patients  is  the  “drug  of  choice,”  the 
physician  must  be  permitted  freedom  to  use  his  own 
judgment. 


4.  The  Medical  Letter  Reference  Handhook,  1972,  page  7. 

5.  Drugs  of  Choice,  1970-71,  Walter  Modetl.  M.D..  Editor. 

6.  The  Merck  Manual,  Twelfth  Edition,  1972. 

7.  The  Pharmacological  Basis  of  Therapeutics,  Goodman  & Gilman, 
4th  ed.,  2970. 

S.  Clinical  Pharmacology  and  Therapeutics  11:3  (1970),  page  443. 


SEPTEMBER  1972,  Vol.  61 


313 


EFFICACY  / Stetler 

Recognizing  the  importance  of  allowing  the  doc- 
tors judgment  to  prevail,  Louis  Weinstein,  Ph.D., 
M.D.,  of  Tufts,  in  his  chapter  on  the  chemotherapy 
of  microbial  diseases  in  the  Goodman  and  Gilman 
text,®  said: 

“Presentation  of  choices  of  specific  agents  for 
the  treatment  of  various  infections  is  always  pro- 
vocative of  discussion  and  disagreement  because 
such  choices  often  represent  the  distillate  of  per- 
sonal experiences  that  may  not  duplicate  those  of 
others.  ...  To  complicate  matters,  sensitivity  pat- 
terns of  a number  of  micro-organisms  often  vary 
with  the  hospital  or  clinic  in  which  they  are  iso- 
lated  ” 

Recent  research  in  pharmacology  indicates  that 
there  may  well  be  a sound  scientific  foundation  for 
recognizing  the  full  importance  of  the  use  of  skillful 
case-by-case  judgment  that  cannot  be  performed  by 
experts  or  authorities  absent  from  the  patient-doctor 
transaction.  Recent  discoveries  suggest  that  the  in- 
dividuality of  the  patient,  and  of  the  physician,  play 
very  important  roles  in  determining  the  effectiveness 
of  drug  treatment. 

In  one  review  we  read; 

“Although  it  has  been  recognized  for  many 
years  that  patient-environmental  variation  is  im- 
portant in  determining  drug  effects,  only  recently 
has  it  been  appreciated  that  genetic  factors  may 
play  a large  part  in  subtle  drug-patient  variation. 
Not  all  drug-patient  variations  can  be  ascribed  to 
genetic  factors,  but  the  increasing  use  of  metabolic 
blocking  drugs  and  enzyme  inducing  drugs  has 
heightened  the  clinical  awareness  of  possible  sub- 
tle pharmacogenic  problems.”^® 

Rather  than  expend  limited  clinical  research  re- 
sources testing  one  well-known  drug  against  another, 
the  prudent  use  of  those  resources  clearly  lies  in  the 
development  of  entirely  new  eompounds. 

Consider  Variables 

In  most  therapeutic  classes,  the  number  of  distinet 
drug  entities  of  value  in  treating  a particular  condi- 
tion is  small,  frequently  less  than  a dozen.  Informa- 
tion on  the  relative  place  of  marketed  drugs  in 
weighing  their  therapeutic  indexes  against  alternative 
therapy,  and  the  overall  ratio  of  desired  effects  to 
unwanted  ones,  is  being  collected  and  published  in 
the  usual  ways.  Using  this  information  and  adding 
his  own  background  and  experiences,  the  doctor 
considers  all  these  variables — individual  physician 
and  patient  differences,  possible  serendipity  benefits 

9.  The  Pharmacological  Basis  oj  Therapeutics,  Fourth  Edition, 
edited  hy  Louis  S.  Goodman,  M.D.,  and  Alfred  Gilman,  Ph.D.,  The 
Macmillan  Company,  1970,  page  1160. 

10.  "Medical  Staff  Conference:  The  Clinical  Importance  of  Pharmco- 
genetics,”  Calif.  Med.  111:291,  Oct.  1969. 


of  drugs  and  authoritative  disagreements — when  he 
writes  a prescription. 

But  federally  determined  and  enforced  relative  ef- 
ficacy statements  pose  special  legal  problems  for 
physicians.  The  question  naturally  arises:  What  does 
it  mean  when  the  government — as  distinguished 
from  a private  body  or  expert — asserts  that  drug  A 
is  the  one  of  first  choice  in  condition  A?  What  is  the 
physician’s  legal  position  if,  on  the  basis  of  his  per- 
sonal experience  and  educational  background,  he  re- 
sponsibly disagrees? 

In  1967,  Dr.  Walter  Modell  reported  that  FDA 
lawyers  were  claiming  that  “publishers,  authors  and 
editors  who  have  written,  approved  and  published 
drug  dosages  which  deviate  from  those  recommend- 
ed by  the  FDA  are  liable  for  damages.  . . .”  Object- 
ing to  this  as  regulation  of  medicine  by  fiat,  he  said ; 
“In  the  case  of  every  single  drug,  the  determination 
of  actual  efficacy,  proper  dosage,  and  safe  use  re- 
quires substantial  experience  by  the  expert  as  well 
as  by  the  general  practitioner.  It  is  held  by  many 
that  it  takes  about  five  years  before  a definitive  state- 
ment ean  be  made  about  a new  drug.”^^ 

FDA  versus  AMA 

The  issue  was  rejoined  in  1970,  when  FDA  Bu- 
reau of  Drugs  Director  Henry  Simmons,  M.D.,  ad- 
vised doctors  that  whenever  they  intended  to  pre- 
scribe a medication  for  use  in  a manner  not  ap- 
proved in  the  official  FDA  labeling,  they  should  first 
file  a “Notice  of  Claimed  Investigational  Exemption 
for  a New  Drug”  form.^- 

AMA’s  Department  of  Drugs  objected  vigorously, 
saying,  “We  believe  the  FDA  should  devote  full  at- 
tention to  meeting  its  statutory  obligations,  not  at- 
tempt to  expand  its  statutory  grant  by  regulating  the 
practice  of  medicine. AMA  earlier  had  stressed 
that  “the  package  insert  is  part  of  the  labeling  of  a 
drug  and  not  a legal  restriction  on  the  thoughtful 
and  careful  use  of  a drug  by  an  informed  phvsi- 
dan’- 

The  freedom  of  doctors,  however,  is  being  under- 
mined by  expanding  regulatory  power  in  the  area  of 
efficacy  rulings.  Increasingly,  in  liability  actions 
brought  against  physicians,  failure  to  adhere  to  the 
labeling  recommendations  is  being  portrayed  by 
medical  malpractice  lawyers  as  ipso  facto  evidence 
of  wrongdoing. 

One  of  the  most  astute  students  of  the  regulatory 
process  in  drugs  worldwide  is  Sir  Derrick  Dunlop, 
the  recently  retired  head  of  Britain’s  Medicines 
Commission,  a sister  ageney  to  the  FDA.  Speaking 
at  a symposium  in  Geneva  in  September  1971.  Sir 

11.  Clinical  Pharmacology  <£  Therapeutics  S:3  (1967),  page  359. 

12.  JAMA  213:11  (1970)1  page  1902. 

13.  Ibid. 

14.  JAMA  208:589-90,  April  21.  1969. 
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Derrick  summed  up  the  limits  of  regulatory  power 
in  the  area  of  efficacy  rulings  by  official  regulators 
thus: 

“I  do  not  believe  that  opinion  on  matters  of  ef- 
ficacy should  be  formed  by  bureaucratic  bodies, 
but  rather  through  the  free  process  of  scientific 
publication,  debate  and  undergraduate  and  post- 
graduate education.  There  is  a danger  that  as  reg- 
ulatory agencies  arrogate  to  themselves  more  and 
more  the  duty  of  dogmatising  on  the  efficacy  of 
medicines,  that  a so-called  learned  medical  pro- 
fession will  eventually  be  reduced  to  signing  forms 
entitling  their  patients  to  obtain  such  medicines 
as  the  regulatory  agencies  say  they  may  have.” 

Clarification  Asked 

In  a parallel  vein,  the  Pharmaceutical  Manufactur- 
ers Association  wrote  to  the  Commissioner  of  FDA 
on  December  23,  1971,  asking  for  a statement  of  in- 
tention from  the  agency  on  relative  efficacy.  “No 
authority  exists  in  the  stated  terms  of  the  statutes  au- 
thorizing these  activities  by  FDA,”  PMA  President 
C.  Joseph  Stetler  wrote,  “nor  is  there  any  implied 
authority  which  might  be  derived  from  the  legislative 
history  of  the  Act.” 

Since  pursuance  of  the  plan  to  require  relative  ef- 
ficacy statements  “would  significantly  distort  the 
practice  of  medicine,”  Stetler  asked  for  an  early 
clarification  of  FDA’s  position. 

Four  months  later,  in  an  address  to  the  PMA’s 


Annual  Meeting,  FDA  Commissioner  Edwards  told 
PMA  that  “the  physician — and  he  alone — can 
judge”  the  choice  of  medication,  and  that  “FDA 
does  not  intend,  through  labeling,  to  pre-empt  his 
judgment.”  But  then  he  added  that  “if  all  drugs  are 
properly  labeled,  relative  efficacy  ceases  to  be  an 
issue.” 

The  question,  of  course,  is  what  is  proper  label- 
ing? 

It  is  the  general  rule  for  FDA  to  interpret  its  regu- 
latory powers  very  broadly;  it  may  therefore  be  as- 
sumed that  some  agency  personnel  might  deem  it 
necessary  for  a “properly  labeled”  drug  product  to 
include  relative  efficacy  information.  It  is  imperative 
that  the  professions,  the  pharmaceutical  industry 
and  the  public  be  alerted  to  the  dangers  of  any  offi- 
cial action  or  unannounced  application  of  such  a po- 
sition by  the  Food  and  Drug  Administration.  There 
must  be  general  recognition  that  labeling  require- 
ments by  FDA  in  the  area  of  relative  effectiveness, 
to  the  extent  that  they  are  given  medical  and  jurid- 
ical recognition,  would  represent  a fundamental 
new  departure  for  American  medicine,  under  federal 
control,  unlike  that  found  in  any  other  national  sys- 
tem. In  the  end,  much  will  depend  on  how  effectively 
physicians  and  consumers  express  their  desire  to 
avoid  bureaucratic  control  of  this  sort,  and  how  well 
they  demonstrate  that  such  procedures  do  not  serve 
the  public  interest. 

1155  Fifteenth  Street,  N.W.  20005 


NOTICE  TO  ALL  MEMBERS! 

License  renewal  provisions  from  the  Georgia  Code  state  that  physi- 
cians must  renew  their  license  with  a fee  of  $10.00  in  December  of 
each  year.  After  December  31,  the  fee  triples. 

REMEMBER-RENEW  YOUR  LICENSE  BY  SENDING 
YOUR  CHECK  WITH  YOUR  RENEWAL  FORM 
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Can  the  drudgery  of  dissection  be 
alleviated  ivithont  a loss  in  the 
educational  effectiveness  of  the 
Gross  Anatomy  Laboratory? 


Innovation 

Anatomy 


in  the  Gross 
Laboratory 


GEORGE  R.  BERNARD,  Ph.D.,-  Lubbock,  Texas 


INDORE  THAN  ONE-THIRD  of  Georgia  physicians — 
39  per  cent  to  be  exact — learned  Gross  Anatomy  at 
the  Medical  College  of  Georgia.  Over  the  years  there 
have  been  changes  in  the  way  “Gross”  has  been 
taught.  This  year  there  have  been  some  remarkable 
changes  in  the  laboratory  portion  of  the  course.  Last 
spring  the  dissecting  laboratory  was  moved  into  the 
new  Research  and  Education  Building.  But  one  set 
of  fixtures,  the  wooden  dissecting  tables  with  their 
oil-soaked  slate  tops  which  for  so  long  served  the 
needs  of  student-physicians,  stayed  behind.  The  two 
new  dissecting  rooms  are  equipped  with  antiseptic, 
stainless  steel  humidor-tables. 

We  had  been  looking  forward  to  moving  into 
these  new  quarters  because  there  was  an  urgent  need 
for  more  space  for  our  expanding  classes.  This  year’s 
entering  class,  at  154  students,  is  45  per  cent  larger 
than  the  entering  class  just  three  years  ago.  While 
the  class  size  has  been  increasing,  the  relative  num- 
ber of  available  cadavers  has  unfortunately  dimin- 
ished forcing  us  for  the  past  few  years  to  assign  eight 
students  to  each  cadaver  dissection.  Figure  1 is  a 
photograph  taken  in  the  dissecting  room  in  1959; 
Figure  2 is  a 1971  photograph  for  comparison.  Not 
only  are  hair  and  clothing  style  changes  obvious,  but 
the  current  crowding  is,  too. 

American  medical  schools  are  in  a period  of  edu- 
cational ferment.  The  medical  curriculum  has  been 
dramatically  changed  and  there  probably  will  be 
more  changes.  The  key  vogue  words  for  curriculum 
modifications  are:  “clinically  relevant,”  “innova- 
tive,” “experimental”  and  “multidisciplinary”  or  “in- 
tegrated.” The  implication  is  strong  that  if  your 
course  cannot  honestly  be  described  by  these  adjec- 
tives then  you  just  aren’t  “with  it.”  The  Gross  Anat- 
omist encounters  no  semantic  embarrassment  when 
he  states  that  his  course  is  clinically  relevant.  Gross 
Anatomy  is  by  its  very  nature  clinically  relevant. 

* Professor  of  Anatomy,  Texas  Tech  University  School  of  Medicine, 
formerly  Associate  Professor  of  Anatomy,  Medical  College  of 
Georgia. 


FIGURE  1 


View  of  the  Dissection  Laboratory  in  1959.  (Photo  cour- 
tesy of  Thomas  W.  Lanier.) 

The  adjectives  “innovative”  and  “experimental”  are 
often  used  interchangeably  in  descriptions  of  cur- 
ricular change.  These  words  are  not  equivalent.  A 
radical  change  in  the  way  of  doing  something  might 
be  “innovative,”  but  it  is  only  “experimental”  if  the 
success  of  the  new  method  can  be  compared  with 
that  of  a control  group  simultaneously  treated  the 
old  way.  With  considerable  justification  conservative 
medical  educators  have  sniped  at  modern  curricular 
reforms  as  “old  wine  in  new  skins.”  Reformers  ought 
to  be  nagged  (but  usually  aren’t)  by  two  related 
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FIGURE  2 


A dissection  group  in  1971:  prosection-demonstration  in 
progress.  (Photo  courtesy  of  Patricia  Hickson.) 

questions:  Is  the  changed  curriculum  better?  and 
how  can  the  improvement  be  measured? 

Block  of  Time  Approach 

There  are  impediments  to  the  integration  of 
“Gross”  with  the  remainder  of  the  first-year  curricu- 
lum. Of  course  some  dissections,  for  example  those 
of  the  viscera  of  the  trunk,  are  easily  adaptable  to 
the  multidisciplinary  approach,  but  most  of  the  other 
dissections  are  not.  Because  of  this  difficulty  it  has 
been  impossible  to  integrate  “Gross”  into  the  cur- 
riculum we  are  currently  presenting.  And  so  a block 
of  time  has  been  allocated  for  us  to  present  the  con- 
cepts of  Gross  Anatomy  and  for  each  student  to  par- 
ticipate in  a complete  dissection.  The  block  of  time 
approach  is  not  new;  this  is  the  way  it  has  always 
been.  Yet  there  is  a big  difference.  Ten  years  ago  the 
pace  was  leisurely.  “Gross”  was  allocated  over  450 
hours  then.  This  year  204  hours  were  allocated  to 
the  course. 

Are  204  hours  enough  time  for  the  student  to 
achieve  the  competencies  we  expect?  If  lectures  and 
recitations  were  the  only  learning  experiences  needed 
to  achieve  these  competencies,  then  204  hours  ought 
to  be  more  than  adequate.  But  most  anatomists  be- 
lieve that  opportunities  to  dissect  are  valuable  to  ev- 
ery medical  student  a)  in  the  learning  of  anatomical 


nomenclature  usage,  relations,  variations,  anomalies 
and  the  like,  b)  in  the  improvement  of  manipulative 
skills,  observational  powers  and  inquisitiveness,  and 
c)  in  the  development  of  habits  of  independent 
learning.  There  should  be  enough  dissecting  oppor- 
tunities to  achieve  these  educational  objectives.  If 
under  the  restrictions  of  a reduced  time  allotment 
and  fewer  dissection  specimens  these  opportunities 
to  dissect  could  be  combined  with  opportunities  for 
every  student  to  teach  (formally  and  under  the  su- 
pervision of  an  instructor)  what  he  has  learned  to 
his  peers,  then  the  learning  experience  might  be  im- 
proved. It  is  generally  agreed  (among  teachers,  at 
least)  that  the  best  way  to  learn  a subject  is  by  try- 
ing to  teach  it. 

The  technique  of  prosection  where  the  teacher 
dissects  in  advance  is  as  old  as  Anatomy  itself.  The 
obvious  advantages  of  prosection  are  that  fewer 
cadavers  are  needed  and  much  student  time  is  con- 
served. There  is  some  evidence^  that  students  who 
learn  their  anatomy  from  prosected  cadavers  do  as 
well  in  written  recall  and  application  tests  as  peer 
groups  who  dissect  cadavers.  But  it  is  a passive 
learning  experience  and,  as  Alexander^  noted,  many 
of  his  prosection-taught  students  would  have  pre- 
ferred the  opportunity  to  dissect. 

Experimental  Technique 

We  experimented  this  year  with  a kind  of  prosec- 
tion technique  much  like  that  described  by  Allison.^ 
In  Professor  Allison’s  laboratory  each  dissection  is 
made  by  a pair  of  students  who  formally  present 
their  work  to  their  six  colleagues.  We  call  the  dissec- 
tion procedure  a “prosection-demonstration.” 

Our  entering  class  of  154  medical  students  was 
divided  into  three  groups:  two  groups  of  48  and  one 
group  of  58  students.  One  group  of  48  was  the  “ex- 
perimental group.”  Students  were  assigned  to  the 
groups  on  the  bases  of  their  collegiate  cumulative 
grade  point  averages  and  the  total  of  their  Medical 
College  Admission  Test  scores.  We  felt  the  groups 
were  evenly  matched.  Dr.  Maurice  Levy  of  the  Di- 
vision of  Educational  Research,  Medical  College  of 
Georgia  selected  the  groups. 

A different  senior  member  of  the  faculty  was  as- 
signed to  teach  each  group  for  the  entire  course. 
The  two  control  groups  did  a traditional  type  of  dis- 
section using  a standard  published  dissection  guide. 
The  experimental  group  did  essentially  the  same  dis- 
sections at  about  the  same  times  as  the  other  two 
groups  but  used  a specially  written  guide. 

Four  regional  dissections  were  made:  upper  ap- 
pendage and  posterior  triangle  of  the  neck,  the 
trunk,  pelvis  and  lower  appendage,  and  head  and 
neck.  The  experimental  group  had  eight  exercises 
per  region.  A student  pair  from  each  group  of  eight 
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TABLE  1 


students  was  assigned  randomly  to  do  two  “prosec- 
tion-demonstrations”  per  region — or  a total  of  eight 
for  the  course.  All  students  were  expected  to  appear 
in  the  laboratory  for  the  half-hour  when  the  demon- 
strations were  scheduled  at  their  table.  No  prosector 
pairs  missed  their  assignment  and  attendance  by 
their  colleagues  approached  100  per  cent. 

The  prosectors  were  asked  to  log  the  time  it  took 
to  make  the  prosection  and  prepare  for  their  demon- 
stration. On  the  average  it  took  6.3  hours  for  the 
pair  of  students  to  complete  a prosection. 

Evaluate  Quality 

An  attempt  was  made  to  evaluate  the  quality  of 
the  prosections.  Each  of  the  six  students  and  the  in- 
structor in  attendance  at  the  prosection-demonstra- 
tion rated  the  quality  of  the  presentation  as  “superi- 
or,” “average,”  or  “less  than  average.”  The  evalua- 
tor was  encouraged  to  contribute  “remarks”  on  his 
evaluation  slip.  All  slips  were  signed.  In  discussion 
the  students  had  agreed  that  their  performances  dur- 
ing the  eight  prosection-demonstrations  should  count 
one-quarter  of  their  final  grade.  These  peer  and  in- 
structor evaluations  were  revealed  to  each  student 
at  the  middle  and  end  of  the  course.  At  first  the 
evaluations  were  fair.  Towards  the  end  an  attitude 
of  “judge  not  lest  ye  be  judged”  seemed  to  pervade 
some  of  the  groups. 

Allison^  wrote:  “We  believe  [prosection  demon- 
stration] presents  the  subject  as  an  optimum  learning 
process  in  the  time  allotted.”  In  1969-70  his  stu- 
dents were  allotted  132  hours.  (He  had  no  control 
group.)  In  our  experiment  all  three  groups  had 
available  204  hours,  but  as  is  shown  in  Table  1,  the 
“average”  student  in  the  experimental  group  needed 
to  invest  about  160  hours  successfully  to  complete 
the  formal  class  and  laboratory  work.  The  Table 
presents  estimates  based  on  data  collected  from  stu- 
dents by  questionnaire.  The  prosection-demonstra- 
tion technique  does  save  time.  But  does  it  present 
the  subject  as  an  optimum  learning  experience  as  Al- 
lison believes?  This  is  difficult  to  assess  and  certainly 
cannot  be  answered  on  the  basis  of  this  experiment 
because  this  experiment  compared  the  prosection- 
demonstration  method  with  only  one  other  method, 
the  traditional  dissection  method  which  expects  all 
students  to  participate  actively  in  all  phases  of  the 
work. 

Examination  Results 

As  the  course  was  in  progress  I felt  that  the  pro- 
gram was  succeeding.  This  subjective  feeling  fortu- 
nately was  bolstered  by  some  objective  data.  A prac- 
tical examination  was  given  to  the  three  groups  at 
the  end  of  each  regional  dissection.  The  results  of 


SUMMARY  OF  TIME  SPENT  BY 
“EXPERIMENTAL  GROUP” 

IN  LABORATORY  AND  CLASSROOM  WORK 


Laboratory  Work  Hours 

Estimated  average  length  of  time  to  prepare 

prosections  (8  at  6.3  hours  each)  51 

Approximate  length  of  time  to  attend  pro- 
sections prepared  by  other  members  of 

the  group  (24  at  0.5  hour  each)  12 

Approximate  length  of  time  to  present  pro- 
sections (8  at  0.5  hour  each)  4 

Special  laboratory  exercises  in  which  all 
students  participated: 

Trunk  Topography  3 

Heart  Dissection  3.5 

Cardiopulmonary  Resuscitation  Course  . . 3.5 

Estimated  laboratory  review  time 32 

Practical  examinations  (4  at  1 hour  each)  4 


Total  113.0 

Classroom  Work 

Classroom  exercises  (32  at  1 hour  each) ...  32 

Radiology  lectures  (5  at  1 hour  each)  5 

Review  sessions  (for  NBME  “Unit  Specific 

Exam”)  5 

Examinations  (3  written,  one-hour  exams, 

NBME  “Unit  Specific  Exam”)  5 

Total  47 


these  examinations  are  interesting.  There  was  no  sta- 
tistically significant  difference  between  the  means  of 
the  experimental  and  either  control  group  on  the  up- 
per appendage  exam.  The  experimental  group,  how- 
ever, did  significantly  better  (p  < 0.05)  than  one 
control  group  on  the  trunk  examination  and  the  oth- 
er control  group  on  the  lower  appendage  exam.  The 
experimental  group’s  performance  on  the  head  and 
neck  exam  was  significantly  better  (p  < 0.01)  than 
both  control  groups’  performances.  On  the  negative 
side,  the  prosection-demonstration  method  does  im- 
pose upon  the  student.  Some  evenings  and  weekends 
must  be  spent  in  preparation.  At  these  times  it  is 
hard  to  find  an  instructor  for  help.  This  was  a source 
of  griping.  On  the  positive  side,  as  an  instructor  I 
find  it  exhilarating  to  witness  the  growth  in  anatom- 
ical sophistication  and  in  self-assurance  of  the  par- 
ticipating students.  On  unsigned  questionnaires  filled 
at  the  end  of  the  course  no  student  stated  he  would 
have  preferred  being  in  one  of  the  control  sections. 

Not  irrelevant  are  the  examination  results  of  the 
National  Board  of  Medical  Examiners  Unit  Specific 
Examination  in  Gross  Anatomy  which  all  three 
groups  took  on  the  last  day  of  the  course.  The  mean 
and  standard  deviation  of  the  scores  of  the  experi- 
mental group  were  519  ± 91;  those  of  the  control 
groups  were  495  ± 89  and  509  ± 99.  The  means 
are  not  significantly  different.  Incidentally,  the  scores 
compare  well  with  the  National  mean  of  500  ± 100. 

In  summary,  this  report  describes  a student-gen- 
erated prosection  technique  and  presents  evidence 
that  the  technique  not  only  saves  student  time  but 
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also  is  as  effective  in  reaching  the  stated  goals  as  the 
traditional  dissection  technique.  It  might  be  said  that 
this  innovation  was  tested  experimentally  and  proved 
successful. 

Texas  Tech  University  School  of  Medicine  79409 
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STATE  STOPS  PRE-MARRIAGE  BLOOD  TESTING  FOR  PATIENTS 

OF  PRIVATE  PHYSICIANS 


Pre-marital  blood  testing,  which  State  Department 
of  Human  Resources  laboratories  in  the  past  performed 
for  patients  of  private  physicians,  will  be  discontinued 
Sept.  1,  according  to  an  announcement  by  Dr.  John 
Venable,  director  of  the  Department’s  physical  health 
division. 

The  legally  required  pre-marriage  test  for  syphilis 
has  been  made  in  state  labs  in  Atlanta,  Albany,  Macon 
and  Waycross,  Dr.  Venable  said  and  totalled  “some 
33,000  examinations  a year  of  samples  submitted  to 


us  by  doctors  in  private  practice.” 

The  official  explained  that  the  policy  change  imple- 
ments a cost-cutting  recommendation  that  was  part 
of  the  state  reorganization  plan. 

“Our  laboratory  unit  has  approved  more  than  150 
private  labs  in  the  state  to  do  these  official  tests  for  a 
fee,”  said  Dr.  Venable.  “We  will  continue  to  provide 
the  laboratory  service  on  samples  submitted  by  local 
health  departments.  The  change  affects  only  individuals 
who  presumably  can  afford  the  fee.” 


MAGNET  CONFERENCE 

November  11-12,  1972 
Stouffer’s  Atlanta  Inn 

Featured  speakers  include : 

Senator  Herman  E.  Talniadge 
Joseph  A.  Sabatier,  M.D. 

Mr.  Ralph  Lee  Smith 

PLAN  NOW  TO  ATTEND! 
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X-Ray  Seminar  Number  7 


A “Cold”  Solitary  Nodule  in  the  Thyroid 


J.  L.  CLEMENTS,  JR.,  M.D.  and  H. 

Dr.  Al  Morlang;  The  patient  for  presentation 
today  is  a 26  year  old  euthyroid  female  who  has  uni- 
lateral enlargement  of  the  right  thyroid  gland.  Here 
is  her  scan.  Dr.  Bagby,  would  you  comment  on  this 
scan? 

Dr.  Richard  Bagby:  The  left  lobe  of  the  thyroid 
appears  normal,  it  looks  like  it  has  a normal  uptake. 

The  uptake  is  given  as  being  euthyroid,  with  26 
percent  uptake  in  24  hours.  The  right  gland  is  some- 
what enlarged  and  appears  to  contain  a solitary 
cold  nodule  in  its  midportion.  This  cold  nodule 
measures  approximately  2 cm.  (Figure  1). 

I think  that  the  differential  diagnosis  is  essentially 
that  of  a cold  nodule  in  a slightly  enlarged  thyroid 
gland.  With  a cold  nodule  which  is  2 cm.  in  diame- 
ter, the  possibility  of  thyroid  carcinoma  must  be 
suspected.  Approximately  25  percent  of  solitary 
cold  nodules  turn  out  to  be  carcinoma.  This  lesion 
could  also  be  a colloid  cyst.  A non-functioning 
adenoma  or  hemorrhage  into  a thyroid  gland  could 
also  be  a possibility.  Parathyroids  occasionally  are 
embedded  into  the  thyroid  gland  and  I suppose  a 
parathyroid  adenoma  could  produce  a solitary  cold 
nodule  within  the  thyroid  gland.  I do  not  think  that 
a thyroglossal  duct  cyst  could  present  with  this 
appearance  since  these  are  midline  in  location. 

Dr.  Yavuz  Tarcan:  Why  do  you  pay  attention  to 
the  size  of  the  gland? 

Dr.  Bagby:  1 think  that  in  carcinoma  the  thyroid 
gland  is  less  likely  to  be  enlarged  than  with  some 
benign  condition,  such  as  colloid  cyst. 

Dr.  Morlang:  Does  the  patient’s  age  and  sex  in- 
fluence your  differential  diagnosis? 

Dr.  Bagby:  A young  female  patient  with  a soli- 
tary nodule  would  make  one  more  suspicious  of  the 
possibility  of  neoplasm. 

Dr.  Morlang:  Are  there  any  other  procedures  you 
would  recommend  that  this  patient  have  before 
surgery  is  recommended? 


* From  a weekly  x-ray  conference.  Department  of  Radiology,  Em- 
ory University  School  of  Medicine,  Atlanta,  Georgia  30322,  The  con- 
ference participants  are  named  at  the  beginning  of  their  discussion. 


S.  WEENS,  M.D.,  Atlanta^  Editors 
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FIGURE  1 


1311  demonstrating  a 2 cm.  “cold”  nodule  in  a slightly  en- 
larged right  thyroid  gland. 

Dr.  Bagby:  I believe  that  thyroid  antibody  de- 
termination would  be  of  value  in  ruling  out  Hashi- 
moto’s  thyroiditis  which  may  present  with  this  ap- 
pearance. I do  not  believe  angiography  would  prove 
of  much  value  in  this  particular  situation. 

Dr.  Morlang:  In  this  case  a '^’’Se  selenomethionine 
scan  was  done.  Since  solid  tumors  will  utilize  pro- 
tein, more  than  surrounding  tissue,  this  is  a method  | 
of  differentiating  cystic  from  solid  masses  within  the  i 
thyroid  gland  (Figure  2).  j 

Dr.  Bagby:  The  area  seems  to  take  up  the  ”"’Se  j 
selenomethionine  indicating  that  it  represents  a solid  j 
tumor.  I think  that  a parathyroid  adenoma  may  do  j 
the  same  thing.  If  the  "^Se  selenomethionine  scan  j 
reveals  this  to  be  a cystic  lesion,  the  management  | 
may  be  different  since  a cystic  lesion  would  be  a ' 
benign  process.  ' 

Dr.  Morlang:  Because  of  the  high  probability  that  ' 
this  represented  thyroid  carcinoma  a hemithyroid-  | 

ectomy  was  performed,  and  this  lesion  turned  out  : 
to  represent  a follicular  adenoma  of  the  thyroid.  j 

Discussion  i 

The  single  cold  nodule  in  a normal-sized  thyroid  ; 
gland  is  a difficult  diagnostic  problem.  The  high  i 
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FIGURE  2 


■^oSe  selenomethionine  scan  demonstrating  uptake  in  the 
region  of  the  cold  nodule  indicating  that  this  is  a solid 
functional  lesion,  rather  than  a cystic  or  nonfunctioning 
lesion. 

resolution  rectilinear  scan  done  with  is  capable 
of  defining  lesions  as  small  as  3-4  nim.  As  men- 


tioned above,  the  '^®Se  selenomethionine  scan  can 
help  differentiate  between  cystic  and  solid  tumors. 
False  negative  scans  can  be  seen  in  cases  where  the 
solid  tumor  is  very  avascular  or  necrotic. 

Considering  the  patient’s  age,  sex  and  appearance 
of  her  thyroid  gland,  the  possibility  of  carcinoma 
is  at  least  25  percent.  For  this  reason,  pathological 
diagnosis  is  definitely  warranted. 

The  recommended  mode  of  treatment  is  first  a 
hemithyroidectomy  with  pathological  examination 
of  the  cold  nodule.  If  carcinoma  is  diagnosed,  total 
thyroidectomy  should  be  performed.  This  allows 
the  diagnosis  and  treatment  of  metastatic  lesions  with 
which  is  not  possible  with  normally  function- 
ing thyroid  tissue  present. 

Emory  University  30322 
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Small  Bowel  Bypass  for  Obesity 
A Discussion  of  Four  Different  Procedures 

CHARLES  E.  WILLS,  JR.,  M.D.,*  Washington 


Surgical  procedures  for  obesity  are  danger- 
ous®* ^®*  -®*  radical  methods  of  treatment. 

However,  until  medicine  discovers  other  more  suc- 
cessful means  of  obesity  management  than  is  avail- 
able today,  bypass  surgery  must  be  considered.  In 
my  opinion  all  physicians  who  have  done  investiga- 
tive work  in  this  field^^*  ^®*  ^^*  2®*  2'^-  si  have  conclud- 
ed that  it  may  have  a place  in  the  treatment  of  the 
morbidly  obese  patient.  This  is  in  spite  of  the  high 
mortality,  high  morbidity,  and  uncertain  long  term 
effects. 

Morbid  obesity  has  been  defined  as  one  in  which 
patients  are  two  to  three  times  normal  weight^®  or 
more  than  100  pounds  over  normal  weight®*  or 
adiposity  sufficient  to  cause  socio-economic,  repro- 
ductive or  life-threatening  disability  in  an  otherwise 
normal  person.^® 

What  about  patients  who  are  overweight,  but  not 
quite  considered  morbidly  obese?  In  most  arti- 
cles^* ^2. 13,  19, 20.  21,  25  this  subjcct  thc  authors  have 
included  a few  of  these  along  with  the  morbidly 
obese  cases.  In  this  paper  will  be  included  many 
cases  who  fall  into  the  category  of  less  than  the 
morbidly  obese.  I do  not  wish  to  imply  that  all  of 
these  cases  should  have  been  treated  by  surgery  and 
I would  like  to  emphasize  that  most  physicians 
would  not  have  done  surgery  on  a few  of  these  cases. 

In  spite  of  adverse  criticism  and  cautious  advice 
these  cases  are  being  performed  with  rapidly  increas- 
ing frequency  over  the  United  States. 

The  experiences  of  early  investigators^*  ®*  ''*  ^®* 

performing  jejunocolostomies  (Fig.  1)  demonstrated 
that  weight  losses  would  be  successful;  however, 
side  effects  and  dangers  led  to  modifications  that 
produce  high  success  rates  with  more  acceptable  side 
effects  and  less  dangers.  The  Payne  procedure  (Fig. 

3)  has  received  more  general  acceptance  than  any 
other  to  date.  More  recent  modifications^^* --  (Fig. 

4)  have  some  hopes  of  improving  the  previous  re- 
sults and  decreasing  the  undesirable  side  effects.  The 


* From  the  Dept,  of  Surgery,  Wills  Memorial  Hospital,  Washington, 
Ga.  Presented  to  the  local  meeting  of  the  American  College  of  Sur- 
geons, Jacksonville,  Fla.,  Jan.  27,  1972. 

Reprint  requests  to  Charles  E.  Wills,  Jr.,  M.D.,  121  Gordon  Street, 
Washington,  Ga.  30673. 


gastric  bypass^®  is  still  another  interesting  surgical 
attack  on  obesity  but  will  not  be  discussed  in  this 
paper. 

This  paper  will  report  experiences  with  six  differ- 
ent types  of  surgical  bypasses  in  a total  of  259  cases. 
An  effort  will  be  made  to  attempt  to  evaluate  the  re- 
sults in  the  different  types. 

Types  of  Procedures 

Six  different  types  of  bypass  were  performed  (Ta- 
ble 1).  In  three  cases  20  inches  of  jejunum  were 
anastomosed  end  to  side  to  the  transverse  colon 
(Fig.  1).  In  12  cases  15  inches  of  jejunum  were 
anastomosed  end  to  side  to  the  ileum,  10  inches 
above  the  ileocecal  junction  (Fig.  2).  In  two  cases 
15  inches  of  jejunum  were  anastomosed  end  to  side 
to  the  ileum  four  inches  above  the  ileocecal  junction 
(Fig.  3). 

In  24  cases  10  inches  of  jejunum  were  anasto- 
mosed end  to  end  to  12  inches  of  terminal  ileum 
(Fig.  4).  In  two  cases  14  inches  of  jejunum  were 
anastomosed  end  to  end  to  four  inches  of  terminal 
ileum.  The  proximal  end  of  the  terminal  ileum  in  the 
end  to  end  shunts  was  anastomosed  end  to  side  to 
the  transverse  colon  or  sigmoid  colon. 
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TABLE  1 

TYPES  OF  BYPASS 


Inches  of  Inches  of 
Jejunum  Ileum 

No,  of 
Cases 

1.  Jejunocolostomy  . 

...20 

0 

3 

2.  Jejuno-ileostomy 

...15 

10 

12 

End  to  side 

...15 

8 

2 

14 

4 

216 

3.  Jejuno-ileostomy 

...10 

12 

24 

End  to  end 

...14 

4 

2 

In  all  cases  the  distal  end  of  the  jejunum  was 
closed  upon  itself.  In  the  first  35  cases  it  was  left  un- 
attached. In  the  last  234  cases  this  blind  pouch  was 
plicated  upon  itself  for  four  inches  to  prevent  intus- 
susception. 

Sex,  Age,  and  Weight  Range  Statistics  (Table  2) 

There  were  approximately  four  females  for  every 
male  in  the  series.  Ages  varied  from  13  years  of  age 
in  the  youngest  to  63  years  of  age  in  the  oldest. 
Weights  before  surgery  ranged  from  142  to  580 
pounds  with  the  average  weight  being  253  pounds. 
The  142  pound  woman  was  very  short  in  stature. 


TABLE  2 

SEX  AND  AGE  STATISTICS 


Number  Female  211-  82% 

Number  Male  48-  18% 

Total  Number  Cases  259-100% 

Age  range  13  years  to  63  years 
Weight  ranges  and  averages 

Smallest  142  pounds 

Largest  580  pounds 

Average  253  pounds 


Results  of  Weight  Loss 

Table  3 summarizes  the  weight  loss  results.  Three 
cases  of  jejunocolostomy  (Fig.  1)  lost  an  average 
of  115  pounds  in  five  to  nine  months.  One  of  these 
leveled  off  after  125  pounds  of  weight  loss  and  then 
was  revised  to  a jejuno-ileostomy  16  months  after 
her  jejunocolostomy.  The  second  case  was  revised 
to  a jejuno-ileostomy  after  only  seven  months  after 
a weight  loss  of  100  pounds,  due  to  electrolyte  im- 


balance. The  third  was  revised  to  a jejuno-ileostomy 
after  a weight  loss  of  125  pounds  in  five  months  due 
to  a multitude  of  problems. Jejunocolostomy  is  no 
longer  advised  by  surgeons  experienced  in  this  pro- 
cedure. 

Twelve  cases  of  jejuno-ileostomy  using  15  inches 
of  jejunum  and  10  inches  of  terminal  ileum  (Fig.  2) 
followed  three  to  six  years  had  an  average  weight 
loss  of  65  pounds.  Further  evaluation  of  these  cases 
individually  demonstrates  excellent  results  in  six 
cases,  fair  results  in  two  cases  and  disappointing  re- 
sults in  four  cases.  The  number  of  disappointing  re- 
sults is  too  high  in  this  type  of  jejuno-ileostomy. 

Only  84  of  216  total  cases  of  end  to  side  jejuno- 
ileostomy  using  14  inches  of  jejunum  and  four 
inches  of  terminal  ileum  (Fig.  3)  were  used  in  eval- 
uation of  weight  loss.  These  cases  have  been  ob- 
served for  two  to  five  years.  The  average  weight  loss 
of  80  pounds  is  even  more  impressive  when  the  av- 
erage weight  before  surgery  is  considered.  The  only 
cases  not  included  were  ones  in  which  follow  up 
studies  were  inadequate  or  too  short. 

Twenty-four  cases  of  end  to  end  jejuno-ileostomy 
using  10  inches  of  jejunum  and  12  inches  of  terminal 
ileum  (Fig.  4)  have  been  observed  from  six  to  10 
months.  My  general  impression  at  this  time  indicates 
that  the  success  rate  of  weight  loss  and  the  incidence 
of  diarrhea  problems  are  about  the  same  as  with  the 


TABLE  3 

RESULTS  OF  WEIGHT  LOSS 


Number  Type  of  Average  Weight  Average  Weight  Average  Time 

Cases  Bypass  Before  Bypass  After  Bypass  Loss  Time 


3 Jejunocolostomy  290  175  115  5-9  months 

12 Jejuno-ileostomy  15-10  271  202  69  3-6  years 

84 Jejuno-ileostomy  14-4  245  165  80  2-5  years 
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Payne  procedure  (Fig.  3).  The  procedure  is  techni- 
cally more  difficult,  takes  approximately  45  minutes 
more  operative  time,  and  leaves  more  areas  for  sur- 
gical complications.  Payne-^  and  Meyerowitz-"^  have 
successfully  used  the  end  to  end  jejuno-ileostomy  as 
a revision  procedure  on  previous  end  to  side  jejuno- 
ileostomy  cases  in  whom  the  weight  losses  are  unsat- 
isfactory due  to  exeessive  regurgitation  into  the  blind 
loop.  I have  done  this  nine  times  with  a moderate 
degree  of  success. 

Salmon^^  and  ScotF-  have  reported  a higher  per- 
centage of  successful  weight  loss  with  a lower  inci- 
dence of  diarrhea  with  this  procedure.  However, 
both^^’  22  agree  that  the  follow  up  period  is  too  short 
to  draw  conclusions  concerning  this  type  of  jejuno- 
ileostomy. 

Complications 

1 . Twenty-four  cases  out  of  269  observed  for  two 
months  to  eight  years  have  had  incisional  hernias. 

2.  Thirty-four  had  clinieal  and  laboratory  proven 
calcium  deficiencies.  All  of  these  were  transient. 
Most  cases  were  managed  with  oral  supplementation 
of  calcium  gluconate  or  calcium  lactate.  A few  re- 
quired intravenous  administration.  Two  cases  were 
given  calcium  gluconate  intramuscularly  in  the  home 
for  a period  of  several  months.  Two  cases  had  in- 
tractable calcium  deficiencies  that  could  not  be  per- 
manently managed  and  had  to  have  the  bypass  taken 
down.  One  suffered  from  psychic  vomiting  and  could 
not  retain  oral  calcium.  His  bypass  was  taken  down 
seven  months  after  his  original  surgery.  The  second 
case  had  her  bypass  taken  down  after  30  months. 
This  was  due  to  emotional  conflicts  and  calcium  de- 
ficiency. It  is  the  author’s  opinion  that  failure  in 
both  cases  was  due  primarily  to  emotional  problems 


and  secondarily  due  to  calcium  deficiency. 

3.  Fifty- three  cases  or  20  per  cent  had  transient 
clinical  and  laboratory  evidence  of  potassium  defi- 
ciency. All  cases  were  satisfactorily  managed  with 
oral  or  intravenous  potassium  administration. 

4.  Nine  cases  had  intestinal  obstructions  after  the 
bypass. 

A.  Four  of  these  were  due  to  intussusception 
of  the  blind  jejunal  pouch.  All  of  these  occurred 
in  the  first  35  cases  in  which  the  blind  pouch  was 
not  plicated  or  attached  to  the  mesentery.  No 
cases  have  resulted  in  the  last  224  cases  in  which 
the  blind  jejunal  pouch  was  plicated. 

B.  Four  cases  were  explored  operatively  due 
to  band  adhesions.  All  of  these  cases  had  multiple 
intestinal  adhesions  due  to  previous  surgery. 

C.  One  case  had  volvulus  at  the  anastomosis 
site.  This  complication  was  managed  at  another 
hospital  and  the  bypass  was  taken  down,  only  af- 
ter several  weeks  of  partial  obstruction  and 
marked  physical  deterioration  of  the  patient.  It 
is  the  author’s  opinion  that  earlier  corrective  sur- 
gery could  have  been  done  without  taking  down 
the  bypass.  This  patient  has  requested  to  have  the 
bypass  done  again. 

5.  One  case  of  polyethylene  catheter  embolus  oc- 
curred when  the  catheter  was  sheared  off  by  the 
needle.  This  lodged  in  the  pulmonary  artery.  It  was 
removed  surgically  without  complications.  Obese  pa- 
tients frequently  have  poor  veins.  Vena  puncture  was 
frequently  accomplished  by  passing  a polyethylene 
catheter  through  a needle  placed  in  the  subclavian 
or  internal  jugular  vein  (Intracath ) . 

6.  The  incidence  of  wound  infection  or  seratoma 
was  20  per  cent  in  the  first  20  cases  before  neomycin 
sulfate-phthalylsulfathiazole  (neothalidine)  bowel 
prep  was  instituted.  With  neomycin  sulfate-phthalyl- 
sulfathiazole and  low  residue  diet  preparation  the 
incidence  dropped  to  5 per  cent.  Only  one  case  was 
severe  enough  to  cause  a large  area  of  necrosis.  All 
other  cases  subsided  with  drainage  and  antibiotics 
with  minimal  difficulties. 

7.  Diarrhea  was  a serious  problem  in  two  of  the 
three  cases  of  jejunocolostomy-®  (Fig.  1).  With  je- 
juno-ileostomy it  was  much  less.  The  bypass  was  re- 
stored (Table  6)  in  two  cases  due  to  intractable 
diarrhea.  Three  months  after  the  bypass  92  per  cent 
reported  six  or  less  stools  a day  without  medication. 
One  year  after  bypass,  80  per  cent  reported  four  or 
less  stools  a day,  14  per  cent  report  four  to  six  stools 
a day,  and  6 per  cent  recorded  six  to  12  stools  a day 
without  medication. 

Mortalities 

Seventeen  cases  (Table  4)  are  dead.  All  of  these 
are  not  related  to  bypass  surgery.  1 will  leave  it  to 
the  reader  to  evaluate  for  himself  the  cause  and  ef- 
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TABLE  4 

TOTAL  NUMBER  DEAD  OF  ALL  CAUSES 


1.  Massive  pulmonary  embolus  5 

2.  Venous  thrombosis  1 

3.  Gram  negative  septicemia  1 

4.  Acute  hemorrhagic  pancreatitis  1 

5.  Acute  cholecystitis  with  complications  1 

6.  Cardiac  standstill  at  surgery  1 

7.  Cerebral  hemorrhage 1 

8.  Hepatic  failure  due  to  cirrhosis  3 

9.  Hemorrhaging  esophageal  varices  1 

10.  Suicide 1 

11.  Auto  accident  1 

Total 17 


feet  relationship  between  these  deaths  and  the  sur- 
gery. 

Five  cases  of  massive  pulmonary  embolus  (occur- 
ring at  8,  9,  13,  24,  and  90  days  postoperatively)  oc- 
curred. 

One  case  of  ascending  deep  femoral  thrombosis 
died  40  days  postoperatively  due  to  renal  vein 
thrombosis  and  uremia. 

Three  cases  died  from  hepatic  failure.  One  of 
these  was  an  alcoholic  who  had  pathologically  prov- 
en hepatic  cirrhosis  at  the  time  of  surgery  and  who 
continued  to  drink  heavily.  He  died  24  months  post- 
operatively. Two  others  died  nine  and  24  months 
postoperatively.  Both  cases  were  managed  by  other 
physicians  due  to  living  a long  distance  away  from 
the  surgeon. 

One  case  (580  pounds)  died  four  days  postoper- 
atively due  to  gram  negative  septicemia  and  massive 
coronary  occlusion.  Multiple  abscesses  of  the  lungs, 
kidneys,  and  liver  were  seen  at  autopsy. 

One  case  died  48  hours  postoperatively  due  to 
acute  hemorrhagic  pancreatitis  and  massive  coronary 
occlusion. 

One  case  developed  acute  cholecystitis  seven  days 
postoperatively.  This  was  treated  medically  but  pro- 
gressed to  acute  pancreatitis,  ascending  cholangitis, 
hemorrhaging  esophageal  varices,  acute  thrombo- 
cytopenic purpura,  lower  nephron  necrosis  and 
death  after  10  days. 

One  case  died  five  days  postoperatively  due  to 
hemorrhaging  esophageal  varices.  Alcoholic  cirrhosis 
of  the  liver  was  pathologically  proven  at  the  time  of 
the  bypass. 

One  case  died  of  a cerebrovascular  accident  two 
months  postoperatively.  She  was  hypertensive  and 
over  60  years  of  age. 

One  case  had  cardiac  arrest  just  as  the  abdomen 
was  opened.  His  history  included  coronary  occlusion 
three  years  before  surgery.  He  was  resuscitated  with 
cardiac  massage  and  lived  10  days  in  a decerebrate 
condition  and  to  expire  from  a massive  pulmonary 
embolus. 


One  case  committed  suicide  seven  months  post- 
operatively. She  was  a schizophrenic  who  had  insti- 
tutional psychiatric  care  intermittently  both  pre-  and 
postoperatively.  She  was  on  leave  of  absence  when 
she  shot  herself  in  the  chest  with  a shotgun. 

One  case  died  five  months  postoperatively  due  to 
an  automobile  accident. 

All  cases  of  death  were  confirmed  by  autopsy  ex- 
cept the  cerebrovascular  accident  and  one  case  of 
pulmonary  embolus. 

Metabolic  Effects 

1.  Six  cases  out  of  259  were  insulin  taking  dia- 
betics with  the  daily  doses  ranging  from  20  to  60 
units.  The  incidence  of  milder  forms  of  diabetes  mel- 
litus  were  75  per  cent  in  50  consecutive  cases  pre- 
operatively  when  tested  by  glucose  tolerance 
curves. When  tested  by  fasting  blood  sugars  and 
two  hour  postprandial  blood  sugars  the  incidence 
was  considerably  lower. 

Postoperatively  all  insulin  taking  diabetics  and  all 
other  cases  that  were  tested  had  normal  blood  sugar 
values  without  diet,  diabetic  tablets  or  insulin.  This 
has  been  reported  many  times  previously.^- 

2.  Seventeen  cases  had  kidney  stones  postopera- 
tively. Of  these  17,  seven  had  had  kidney  stones  pre- 
operatively.  The  other  10  cases  did  not  have  kidney 
stones  before  the  bypass.  The  cause  and  effect  rela- 
tionship of  kidney  stones  to  bypass  surgery  remains 
uncertain. 

3.  Cholesterol  and  blood  lipid  values  markedly 
decrease  after  bypass  surgery.  Cholesterol  values  fre- 
quently decrease  100-150  mgm./lOO  ml.  and  values 
of  90-125  mgm./lOO  ml.  are  common.  This  has 
been  previously  reported.^- 
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4.  Serum  proteins  frequently  decrease,  but  rarely 
remain  below  normal  values.  This  is  especially  true 
with  serum  albumin.  This  has  been  previously  re- 
ported. 

5.  Uric  acid  commonly  decreases  after  bypass 
surgery.  Many  cases  of  gouty  arthritis  have  marked- 
ly improved  clinically.^®’ 

6.  Liver  biopsies  were  not  done  routinely  at  sur- 
gery if  the  liver  looked  normal  in  cases  #1-#159. 
If  it  appeared  abnormal  liver  biopsies  were  done. 

Liver  biopsies  were  done  routinely  in  every  case 
from  case  #160-#259  at  the  time  of  bypass;  44  per 
cent  of  these  had  pathological  fatty  metamorphosis 
and  56  per  cent  had  normal  biopsies. 

Postoperatively  109  biopsies  were  done  on  74 
cases  3-87  months  postoperatively;  66  per  cent  of 
these  were  unchanged  comparing  the  preoperative 
and  postoperative  state.  In  36  biopsies  a normal  ap- 
pearing liver  at  surgery  had  fatty  metamorphosis  by 
biopsy  postoperatively.  In  five  biopsies  preoperative 
biopsies  of  fatty  metamorphosis  changed  to  normal 
biopsies  postoperatively. 

Fifty-three  of  the  postoperative  biopsies  were  over 
24  months’  time  after  the  bypass.  Fifty-six  per  cent 
of  these  were  normal  biopsies  and  44  per  cent  dem- 
onstrated fatty  metamorphosis.  It  is  interesting  that 
this  percentage  is  exactly  the  same  as  the  preopera- 
tive percentage. 

In  one  case  a normal  appearing  liver  at  surgery 
changed  to  cirrhosis  (see  notations  in  deaths  in  this 
article). 

In  one  case  a preoperative  biopsy  of  fatty  meta- 
morphosis changed  to  cirrhosis  (see  notation  in 
deaths  in  this  article). 

Shibata,®  Juhl,^  and  Salmon^®  reported  extensive 
pre-  and  postoperative  studies  on  the  liver  of  bypass 
cases.  They  found  frequent  fatty  changes  but  no  evi- 
dence of  cirrhosis  following  intestinal  bypass  sur- 
gery for  obesity. 

Psychological  Effects 

In  general  the  results  are  psychologically  benefi- 
cial but  not  in  all  cases.  Some  seem  worse.  I evalu- 
ated all  patients  emotionally  before  surgery  but  did 
not  eliminate  any  cases  on  this  basis.  A large  num- 
ber of  people  who  have  benefitted  greatly  from  this 
bypass  would  have  been  denied  this  surgery.  Emo- 
tional instability  is  much  higher  in  obese  cases  than 
in  average  people.  In  my  experience  I am  not  able 
to  predict  the  postoperative  emotional  attitude  of  my 
cases  on  the  basis  of  preoperative  evaluation. 

Several  surgeons^^’  have  attempted  to  elimi- 
nate some  patients  after  psychological  evaluation. 
Payne, Morgan,^®  Salmon,^®  Weissman,®'  and  Jen- 


son,2'^ all  reported  improvement  psychologically  after 
bypass  surgery. 

Arthritis 

Eighteen  of  my  cases  have  had  arthritis  postopera- 
tively, who  did  not  have  symptoms  preoperatively. 
It  is  generally  migratory  and  inflammatory  with  hot 
swollen  joints.  Usually  sedimentation  rates  and  rheu- 
matoid flocculation  tests  are  negative.  Generally  they 
all  get  well  with  aspirin  and  time.  Two  of  them  had 
subcutaneous  nodules  with  biopsy  findings  consistent 
with  erythema  nodosum.  One  case  with  severe  rheu- 
matoid arthritis  preoperatively  developed  an  hemor- 
rhaging peptic  ulcer  after  cortisone  therapy  and  the 
bypass  had  to  be  taken  down.  The  cause  and  effect 
relationship  of  the  bypass  to  arthritis  remains  un- 
certain. 

Shagrin,  et  al.®  reported  seven  cases  of  arthritis 
out  of  31  bypass  cases.  Most  of  these  bypasses  were 
jejunocolostomies. 

Potter^  reported  similar  symptoms  in  a case  of  ex- 
tensive jejuno-ileal  resection  due  to  volvulus. 

Pregnancy 

Eight  cases  have  had  10  term  pregnancies  and  de- 
livered normal  babies.  One  additional  one  delivered 
twins  at  36  weeks  gestation.  Other  than  prematurity 
they  appeared  normal.  One  twin  was  found  dead  in 
bed  unexpectedly  at  age  nine  weeks. 

Payne^  and  Barrow-’^  have  reported  successful 
pregnancies  after  bypass  surgery. 

As  reported  previously®®  bypass  cases  can  be  ad- 
vised to  become  pregnant.  The  obstetrician  should 
be  familiar  with  problems  that  may  be  encountered 
with  bypass  cases. 

The  Bypass  Taken  Down 

The  surgical  bypass  will  not  be  satisfactory  for  all 
obesity  cases  (Table  5).  A certain  number  of  pa- 
tients will  not  accommodate  to  the  new  metabolic 
state  and  side  effects.  Obesity  cases  in  general  are 
impetuous.  They  are  not  willing  to  accept  side  effects 
and  become  depressed  if  weight  loss  is  not  rapid. 


TABLE  5 

BYPASS  RESTORED 

Number  of  Cases 

1.  Intractable  calcium  deficiency. 

2 

2.  Intractable  diarrhea  

2 

3.  Failure  to  adjust  emotionally  . 

5 

4.  Psychic  vomiting  

1 

5.  Other  

5 

Total 

15 

326 


J.M.A.  GEORGIA 


TABLE  6 

IDEAL  CRITERIA  FOR  PATIENT  SELECTION 


1.  Repeated  failure  to  control  weight  by  diet. 

2.  Under  age  50  and  over  age  12. 

3.  Emotionally  stable. 

4.  Weight  is  or  has  been  75  pounds  over  normal 
weight  values. 

5.  Economic  status  sufficient  to  allow  for  disability 
and  complications. 

6.  Intelligence  sufficient  to  accommodate  to  the  by- 
pass state. 


Some  failures  are  related  to  economic  failures  in 
treating  complications;  others  to  intellectual  or  emo- 
tional inability  to  carry  out  the  management  of  the 
side  effects  and  complications. 

Patient  Selections 

Table  6 lists  the  ideal  criteria  for  patient  selection. 
I have  not  followed  this  with  the  patients  in  this  re- 
port. If  this  is  strictly  adhered  to  very  few  persons 
would  qualify.  In  my  experience  the  younger  pa- 
tients do  better  than  older  patients.  Probably  age  60 
should  be  the  absolute  maximal  age.  I have  been  un- 
able to  predict  results  with  emotional  instability. 
This  is  very  common  with  obese  patients.  Many  re- 
spond excellently  to  bypass  surgery;  others  do  not. 
I try  to  point  this  fact  out  to  unstable  patients  pre- 
operatively.  Adequate  economic  and  intellectual 
status  is  essential  since  bypass  does  require  enough 
intelligence  to  control  the  side  effects  such  as  diar- 
rhea and  rectal  irritation  and  to  recognize  symptoms 
of  electrolyte  imbalance.  Without  economic  reserve 
the  patient  may  not  be  able  to  afford  medicine,  hos- 
pitalization and  lack  of  income  that  is  frequently 
needed  for  several  months  postoperatively. 

Comment 

Liver  functions  are  of  utmost  concern  following 
bypass  surgery.  Long  term  follow  up  with  frequent 
checking  of  liver  function  tests  and  general  well  be- 
ing is  necessary.  Two  cases  who  were  not  cirrhotic 
before  bypass  died  with  cirrhosis.  Neither  of  these 
cases  returned  for  adequate  postoperative  checkups. 
Both  reported  severe  nausea  and  inability  to  eat  for 
several  months.  In  four  instances  I have  treated 
cases  with  similar  symptoms  and  impaired  liver  func- 
tion tests  with  hyperalimentation  with  dramatic 
symptomatic,  clinical,  and  laboratory  improvement. 
I feel  that  I may  have  prevented  cirrhosis  in  these 
cases.  Payne^^  recommended  re-establishment  of  in- 
testinal continuity  in  the  presence  of  signs  or  symp- 
toms of  impending  liver  failure. 

Three  of  my  cases  had  cirrhosis  before  the  by- 
pass. One  case  has  done  excellently  for  four  years. 


One  died  of  hemorrhaging  esophageal  varices.  One 
died  due  to  hepatic  failure  (see  deaths  in  this  arti- 
cle). 

Six  different  types  of  bypass  were  used  in  this  pa- 
per. From  my  results,  the  Payne  procedure  (Fig.  3) 
is  the  procedure  of  choice;  however,  results  with 
end  to  end  jejuno-ileostomies  (Fig.  4)  may  prove 
superior  after  longer  observation. 

My  experience  with  the  very  young  is  small;  how- 
ever, all  have  done  unusually  well.  They  were  13, 
13,  14,  and  17  years  of  age.  It  has  impressed  me 
that  this  is  the  ideal  age  to  have  it  done. 

Weight  loss  is  difficult  to  evaluate  statistically.  In 
general  terms  my  cases  have  returned  to  normal 
weight  values  30  per  cent  of  the  time.  An  additional 
50  per  cent  to  60  per  cent  lost  enough  weight  to  con- 
sider the  procedure  worthwhile.  Disappointing  re- 
sults were  obtained  in  10  per  cent  to  20  per  cent  of 
the  cases  depending  on  where  the  evaluating  line  is 
drawn.  Even  the  disappointing  weight  losses  were 
not  always  considered  failures  because  the  bypass 
stopped  further  weight  gains  and  in  some  instances 
the  preoperative  weight  was  considerably  below 
maximum  previous  weight  values  due  to  weight  re- 
duction programs.  In  the  latter  cases  less  weight  re- 
duction should  be  expected.^^ 

The  usual  signs  of  intestinal  obstruction  may  not 
be  seen  clinically.  Lack  of  abdominal  distension  may 
occur  when  the  blind  loop  obstructs  due  to  band  ad- 
hesions or  intussusception.  This  must  be  considered 
when  bypass  cases  are  seen  with  abdominal  pain. 

The  metabolic  effects  on  blood  sugar,  lipids,  and 
uric  acid  suggests  benefits  in  disorders  related  to 
these  tests. 

Prophylactic  antibiotics  might  have  prevented 
death  in  the  580  pound  man  who  died  from  gram 
negative  septicemia.  Antibiotics  were  not  given  rou- 
tinely. 

Early  surgical  intervention  might  have  prevented 
the  death  due  to  acute  cholecystitis. 

Leg  exercises  and  early  ambulation  are  being  used 
more  vigorously  to  prevent  pulmonary  embolus. 
During  the  past  10  months  Moretz*  vena  cava  clips 
have  been  placed  on  32  cases  prophylactically.  No 
cases  of  pulmonary  embolus  have  occurred  but  the 
number  of  cases  is  too  small  and  the  period  of  time 
too  short  to  draw  conclusions  on  this  idea. 

Conclusions 

1.  Eliminating  extremes  of  age,  cases  of  cirrhosis 
and  alcoholics  may  improve  mortality  rates. 

2.  Long  term  postoperative  follow  up  and  man- 
agement is  essential.  Careful  observation  of  liver 
function  periodically  postoperatively  may  detect  liver 
damage  early.  Intravenous  feeding  as  hyperalimenta- 

*Morelz  teflon  vena  cava  clip,  Johsl,  Toledo,  Ohio. 
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tion  or  taking  down  the  bypass  may  prevent  cir- 
rhosis. 

3.  Jejunocolostomy  for  obesity  should  probably 
never  be  done. 

4.  Plication  of  the  distal  blind  end  of  the  jejunum 
is  essential  to  prevent  intussusception. 

5.  Preoperative  bowel  preparations  with  a low 
residue  diet  and  neomycin  sulfate-phthalylsulfathia- 
zole  is  indicated. 

6.  Until  better  methods  of  patient  selection  is 
available  very  few  obesity  cases  should  be  denied  by- 
pass surgery  because  of  unstable  emotional  systems. 

7.  Pregnancy  can  be  advised  after  bypass  surgery. 

8.  The  cause  and  effect  relationship  between  the 
bypass  and  kidney  stones  and  arthritis  remains  un- 
certain. 

Summary 

Two  hundred  and  fifty-nine  cases  of  intestinal  by- 
pass surgery  done  by  six  different  methods  are  pre- 
sented. Successes,  failures,  complications,  mortali- 
ties, and  metabolic  effects  were  discussed.  An  at- 
tempt was  made  to  compare  the  results  and  effects 
in  the  different  surgical  methods. 

Due  to  the  lack  of  a successful  medical  treatment 
for  obesity,  surgical  techniques  may  be  used  if  these 
benefits  seem  to  outweigh  the  dangers. 

Bypass  surgery  is  dangerous  and  radical  approach 
to  obesity,  however  recalcitrant,  obesity  is  also  a ma- 
lignant disease.  Long  term  follow  up  management 
is  essential. 

More  investigation  and  longer  follow  up  periods 
are  needed  to  adequately  evaluate  surgical  bypass. 

J 21  Gordon  Street  30673 
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EDITORIALS 


Physician’s  Assistants  in  Georgia 


Obviously,  the  concept  of  an  assistant  to  a physician  and  delegation  of 
tasks  by  a physician  to  other  individuals,  is  not  new.  Undoubtedly,  some  kinds  of 
tasks  have  been  delegated  since  the  priest-physician  concept  was  developed  thou- 
sands of  years  ago. 

According  to  Dr.  Malcolm  Todd,  Chairman  of  the  Council  on  Health  Manpower 
of  the  AMA,  what  is  new  “is  the  desire  to  formalize  training  within  University 
medical  centers  to  enable  a new  category  of  personnel  to  perform  services  which 
extend  the  physician’s  capabilities  in  the  diagnostic  and  therapeutic  management 
of  patients.” 

Perhaps  the  first  formal  beginnings  of  the  present  day  physician’s  assistant  edu- 
cational programs  began  in  1962  in  the  mind  of  Dr.  Eugene  A.  Stead,  Jr.,  then 
Chairman  of  the  Department  of  Medicine  at  Duke  University.  This  developed  into 
an  inaugural  program  in  1965,  under  Dr.  Stead’s  direction. 

Subsequently,  a different  approach  toward  the  same  end  was  begun  under  the  di- 
rection of  Dr.  Richard  Smith  at  the  University  of  Washington,  in  collaboration  with 
the  Washington  State  Medical  Society,  in  development  of  the  MEDEX  program. 
This  concept,  and  Duke’s  approach,  have  spread  over  the  nation  in  a variety  of  set- 
tings. Nevertheless,  in  spite  of  the  beginning  of  numerous  programs,  as  of  the  end 
of  the  calendar  year  1971,  there  were  only  184  graduates  from  all  programs. 

Definition 

The  AMA-accepted  definition  of  a physician’s  assistant  is  as  follows: 

“The  physician’s  assistant  is  a skilled  person  qualified  by  academic  and  practical 
training  to  provide  patient  services  under  the  supervision  and  direction  of  a li- 
censed physician  who  is  responsible  for  the  performance  of  that  assistant.” 

At  least  two  ways  of  categorizing  physician’s  assistants  have  developed.  In  1970, 
the  National  Academy  of  Sciences  described  three  types:  A,  B,  and  C.  The  report 
distinguishes  the  type  A assistant  from  B and  C by  his  ability  to  integrate  and  in- 
terpret medical  findings  on  the  basis  of  general  medical  knowledge  and  to  exercise 
a degree  of  independent  judgment.  B-type  assistants  would  function  perhaps  as 
deeply,  but  in  more  narrowly  defined  areas,  such  as  specialty  physician’s  assistants, 
and  would  utilize  a lesser  degree  of  independent  judgment.  C-type  assistants  would 
be  more  on-the-job  trained  individuals,  taught  to  use  specific  skills  in  specific 
duties.  These  individuals  would  use  no  degree  of  independent  judgment  in  the  care 
of  patients. 

Another  way  of  characterizing  physician’s  assistants  would  be  to  differentiate  be- 
tween assistants  to  the  primary  care  physician,  as  distinguished  from  medical  spe- 
cialty assistants,  such  as  Pediatric  Assistants,  Orthopedic  Assistants,  Urologic  As- 
sistants, etc. 

Studies  throughout  the  nation  have  indicated  generally  that  acceptance  by  pa- 
tients and  physicians  of  physician’s  assistants  and  their  duties  has  been  good.  Nu- 
merous editorial  and  philosophical  debates  have  raged  regarding  the  appropriate- 
ness of  certain  types  of  tasks  delegated  to  physician’s  assistants,  but  nevertheless, 
studies  and  case  reports  of  actual  work  by  physician’s  assistants  have  shown  that 
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acceptance  has  been  good,  and  that  medical  care  has  been  satisfactory.  Further- 
more, most  of  the  studies  reveal  that  utilization  of  a physician’s  assistant  by  a phy- 
sician can  increase  the  amount  of  free  time  or  the  number  of  patients  seen  by  ap- 
proximately 50  per  cent. 

Legislation 

Legislation  throughout  various  states  in  the  past  two  or  three  years  has  been  ac- 
tive in  this  area.  Three  approaches  have  been  utilized  singly  or  in  combination  in 
at  least  half  of  the  United  States.  These  approaches  are  ( 1 ) providing  an  exception 
to  the  State  Medical  Practice  Act  which  allows  the  physician  legally  to  delegate 
routine  patient  care  functions  to  qualified  non-physicians;  (2)  empowering  the 
State  Board  of  Medical  Examiners  to  approve  training  programs  for  physician’s  as- 
sistants; (3)  authorizing  or  approving  a physician  to  use  one  or  more  physician’s 
assistants  in  his  practice.  Georgia  has  utilized  all  three  approaches  in  its  legislation, 
passed  during  the  latest  General  Assembly,  in  March,  1972.  These  laws  were  origi- 
nated as  House  Bills  1591  and  1592,  and  had  considerable  input  from  the  Medical 
Association  of  Georgia  in  their  construction. 

Basically,  as  it  relates  to  the  physician’s  assistant,  the  first  House  Bill  excepts 
from  the  legal  practice  of  medicine  in  Georgia  those  tasks  performed  by  a physi- 
cian’s assistant  when  delegated  by  a licensed  physician  in  Georgia  and  when  those 
tasks  have  been  approved  by  the  Composite  Board  of  Medical  Examiners.  The  sec- 
ond sets  out  to  provide  the  mechanism  to  fulfill  the  objectives  of  the  first.  Specifi- 
cally, written  into  the  Act  under  the  section  entitled  “Purpose,”  the  Act  states  in 
part  “.  . . to  alleviate  the  growing  shortage  and  geographic  maldistribution  of  health 
care  services  in  Georgia,  the  General  Assembly  intends,  by  this  Act,  to  establish  a 
new  category  of  health  care,  assistants  to  physicians,  . . .”  and  goes  on  to  say  that 
this  Act  is  “.  . . intended  to  encourage  the  more  effective  utilization  of  the  skills  of 
physicians  by  enabling  them  to  delegate  health  care  tasks  to  such  assistants  where 
such  delegation  is  consistent  with  the  patient’s  health  and  welfare.  Toward  this  end, 
the  General  Assembly  hereby  intends  to  remove  legal  constraints  which  presently 
constitute  unnecessary  hinderances  to  the  more  effective  delivery  of  health  care  ser- 
vices.” 


Define  Duties 

At  the  last  MAG  annual  session  in  Macon,  the  chairman  of  the  Education  Com- 
mittee was  asked  to  appoint  a Task  Force  to  work  with  the  Composite  Board  of 
Medical  Examiners  to  define  physician’s  assistants’  duties.  This  Task  Force  con- 
sists of  Robert  Jewett,  M.D.,  Emory  University  School  of  Medicine;  Robert  Reyn- 
olds, M.D.,  Medical  College  of  Georgia  and  J.  Rhodes  Haverty,  M.D.,  Georgia 
State  University.  These  physicians,  along  with  other  interested  physicians  and  staff 
of  the  MAG  Headquarters  office,  have  been  meeting  with  a committee  of  the  State 
Board  in  the  development  of  principles  guiding  the  implementation  of  the  above 
two  Acts. 

The  first  obvious  evidence  of  these  meetings  was  in  the  form  of  a letter  coming 
over  Cecil  Clifton’s  signature,  dated  June  12,  1972,  to  all  physicians  in  Georgia. 
This  letter  explained  certain  aspects  of  the  laws,  and  certain  general  plans  of  the 
Board  concerning  the  application  process  for  the  physician’s  assistants.  Further 
work  and  meetings  have  taken  place  since  the  drafting  of  that  letter. 

Under  the  law,  the  Board  must  appoint  an  “evaluation  agency”  to  recommend 
to  the  Board  the  proposed  physician’s  assistant’s  qualifications  to  perform  the  tasks 
described  in  the  job  description,  as  submitted  by  the  applying  and  employing  phy- 
sician. This  “evaluation  agency”  has  been  designated  by  the  Board  to  be  the  above 
three  named  physicians. 
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Testing  Procedures 

Presently  it  is  the  intent  to  accept  for  application  all  graduates  of  the  previous, 
ongoing,  and/or  planned  Physician’s  Assistants  programs  at  Emory  University 
School  of  Medicine,  the  Medical  College  of  Georgia,  and  Georgia  State  University, 
without  additional  testing  of  the  proposed  physician’s  assistant.  All  other  applica- 
tions will  involve  both  written  and  practical  examinations  of  the  proposed  physi- 
cian’s assistant.  A written  examination  presently  is  being  prepared,  probably  along 
the  lines  of  the  National  Board  of  Medical  Examiners  Part  III,  and  probably  will 
take  four  to  eight  hours  for  completion.  The  practical  examination  presently 
planned  probably  will  take  approximately  one-half  day,  and  will  include  supervi- 
sion of  the  applicant  by  clinicians  in  actual  patient  settings. 

Although  the  cost  of  the  application  itself  to  the  Composite  Board  of  Medical 
Examiners  has  been  set  at  a $50.00  fee,  the  cost  of  the  evaluation  (testing)  of  the 
applicants  who  have  not  graduated  from  approved  programs  has  not  been  set,  but 
will  have  to  be  sufficient  to  cover  the  costs  of  the  examinations  themselves.  This 
figure  is  not  likely  to  be  less  than  $200.00. 

It  is  anticipated  at  present  that  this  testing  procedure  will  continue  for  those  who 
have  not  graduated  from  Board-approved  programs  for  approximately  two  years. 
After  that  time,  it  is  anticipated  that  no  applications  will  be  accepted  for  physician’s 
assistants  who  have  not  graduated  from  a Board-approved  educational  program  for 
physician’s  assistants.  It  will  be  the  responsibility  of  the  “evaluation  agency”  to 
recommend  to  the  Board  those  programs  which  produce  acceptable  graduates  for 
the  physician-employers  in  the  State  of  Georgia.  Applications  for  physicians  who 
wish  to  employ  physician’s  assistants  are  being  readied  by  the  Composite  Board  of 
Medical  Examiners,  and  should  be  available  shortly. 

Accreditation  and  Certification 

The  AMA  has  begun  accrediting  programs  for  the  education  of  physician’s  as- 
sistants throughout  the  United  States.  It  is  anticipated  that  a published  list  of  those 
approved  programs  will  be  available  yearly  from  the  offices  of  the  AMA. 

In  addition,  the  AMA  has  recently  announced,  in  conjunction  with  the  National 
Board  of  Medical  Examiners,  a national  project  leading  to  the  certification  of  phy- 
sician’s assistants.  Nationally  validated  certifying  examinations  that  will  insure  the 
orderly  development  of  the  concept  of  the  assistant  to  the  primary  care  physician 
will  be  developed  over  the  next  18  months,  and  undoubtedly  will  play  an  important 
role  in  the  formation  of  a Certifying  Board,  as  well  as  national  and  state  organiza- 
tions of  physician’s  assistants. 

Many  problems  remain  yet  to  be  approached  and  solved.  A recent  House  of  Del- 
egates of  the  AMA  action  (A-72)  states  that  “it  be  the  policy  of  the  AMA  that  a 
physician’s  assistant  not  function  in  that  capacity  when  an  employee  of  and  paid 
by  a hospital  or  by  a full-time  salaried  hospital-based  physician.”  The  laws  of 
Georgia  presently  state  that  a physician  employed  by  the  State  Health  Department 
or  by  any  institution  thereof  who  does  not  normally  provide  health  care  to  patients 
shall  not  be  authorized  to  apply  for  or  utilize  the  services  of  any  physician’s  assist- 
ant. This  present  Georgia  law  also  does  not  provide  for  a physician’s  assistant  to 
work  for  and  be  delegated  tasks  by  more  than  a single  physician.  These  and  other 
problems  that  will  become  evident  will  have  to  be  resolved  in  the  future  by  refine- 
ment of  the  law,  and  by  regulations  of  the  Board. 

Undoubtedly,  difficulties  will  arise.  Confusion  does  and  will  continue  to  exist  in 
many  areas  related  to  this  subject.  The  Medical  Association  of  Georgia  and  the 
Composite  Board  of  Medical  Examiners  stand  ready  to  help  answer  questions  and 
attempt  to  solve  problems  as  they  are  brought  to  light.  It  is  sincerely  hoped  that  this 
new  opportunity  for  rendering  patient  care  to  the  citizens  of  Georgia,  and  of  the  na- 
tion, will  result  in  a betterment  of  the  public  health  and  more  acceptable,  acces- 
sible, and  available  health  care  services  of  good  quality  to  our  population. 

John  Rhodes  Haverty,  M.D. 
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Treat  a Burn— Have  a Plan 


Technics  for  the  initial  management  of  the  burn  patient  are  multiple  and 
any  one  of  the  six  described  by  physicians  familiar  with  burns  have  proven  satis- 
factory. Simultaneously,  certain  stumbling  blocks  remain. 

The  admission  of  a burn  patient  to  an  emergency  room  immediately  creates 
an  index  to  his  attending  physician  to  carry  out  a plan. 

Where  do  we  fault?  It  may  be  in  failing  to  take  a close  look  at  the  patient 
who  could  have  multiple  associated  injuries.  As  in  other  patients  with  trauma, 
and  especially  in  the  burn  whose  surface  area  involvement  is  over  20  percent, 
gastric  dilatation  is  almost  always  present.  Ignorance  of  its  existence  complicates 
therapy. 

The  injudicious  use  of  narcotics,  analgesics  and  various  and  sundry  other 
medications  so  frequently  used  for  relaxation  can  easily  obscure  early  vascular 
insufficiency,  associated  trauma,  the  restlessness  of  anoxia,  and  only  serve  to 
compound  the  problem  of  the  shock  phase. 

Ideal  therapy  is  rapid,  immediate  treatment  with  intravenous  fluids  and  if  the 
initial  resuscitation  is  deemed  to  be  less  than  satisfactory,  the  addition  of  bicar- 
bonate to  the  IV  fluids.  Bicarbonate  intravenously  is  an  asset  also  in  all  patients 
who  have  been  subjected  to  electrical  injury  with  or  without  additional  thermal 
burns  from  clothing  worn  when  injured. 

Only  rarely  is  immediate  attention  to  the  burn  wound  itself  necessary.  This  can 
always  be  done  later  when  other  problems  are  either  reduced  or  controlled. 


Pat  C.  Shea,  Jr.,  M.D. 
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PRESIDENT'S  LETTER 


THE  CURRENT  STATE  OF  THE  FOUNDATION 


Y 

A OUR  Georgia  Medical  Care  Foundation  has  now  been  in  operation  for  18 
months.  During  this  period  of  time  we  have  undoubtedly  made  some  mistakes  as 
do  all  new  organizations,  and  for  these  your  Board  of  Directors  humbly  apologizes. 
However,  during  this  time  we  have  made  great  strides  in  developing  the  potential 
that  is  present  when  doctors  work  together  for  the  benefit  of  their  patients. 

The  Foundation  remains  as  medicine’s  most  daring  and  courageous  attempt  to 
re-establish  public  credibility  in  our  profession,  to  actually  improve  the  quality  of 
medical  care,  to  reduce  physician  liability  exposure,  to  establish  a method  of  look- 
ing critically  at  the  expenditure  of  health  dollars,  to  maintain  postgraduate  educa- 
tional levels  in  the  physician  population  and  to  provide  access  into  the  health  care 
system. 

We  currently  have  renewed  our  contract  with  the  State  Department  of  Human 
Resources  to  continue  our  activity  in  the  Medicaid  program. 

We  are  working  actively  with  the  “Blues.” 

We  are  working  actively  with  the  private  insurance  carriers  and  the  HIC  stan- 
dard form  has  been  accepted  by  all  major  carriers  for  your  use. 

The  Foundation  Board  serves  as  the  advisory  Board  of  the  EMCRO  Project. 

These  are  the  things  we  are  currently  doing.  Other  projects  are  “in  the  wind” 
and  as  soon  as  they  are  more  definitive  we  will  inform  you  of  them  on  this  page. 


F.  W.  Dowda,  M.D. 

President,  Medical  Association  of  Ga. 
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THE  USE  OF  PARAMEDICAL  PERSONNEL 
IN  CANCER  CONTROL 


The  USE  OF  PARAMEDICAL  PERSONNEL  to  carry  out  many  functions  traditionally 
that  of  the  physician  is  both  desirable  and  inevitable.  With  the  expanding  demands 
for  health  care  and  the  technological  developments,  as  well  as  the  advances  in 
medical  knowledge,  it  is  impossible  for  the  medical  profession  to  attempt  to  main- 
tain the  traditional  all  encompassing  role  it  has  previously  occupied. 

In  the  area  of  prophylactic  or  preventative  medicine,  where  screening  procedures 
may  be  extensively  employed,  the  use  of  paramedical  personnel  is  particularly 
suitable.  The  use  of  non-physician  personnel,  problem  oriented  data  and  cyber- 
netic capabilities  can  enable  a much  more  effective  delivery  of  health  care. 

Cancer  control  today  is  an  area  in  which  prophylactic  detection  procedures  can 
be  most  useful.  Because  of  the  two  basic  principles,  ( 1 ) that  early  cancer  is 
essentially  a silent  disease  and,  (2)  that  curability  is  directly  related  to  early 
detection  and  treatment,  the  emphasis  in  cancer  control  has  been  on  public 
education,  routine  examinations.  Pap  smears,  breast  self-examination  and  procto- 
sigmoidoscopy in  asymptomatic  patients. 

It  is  increasingly  more  apparent  that  “cancer  detection  procedures  for  everyone” 
cannot  be  accomplished  without  the  extensive  use  of  personnel  other  than 
physicians. 

The  use  of  nurses,  for  example,  to  take  Pap  smears  is  becoming  a fairly  wide- 
spread practice.  There  is  no  longer  a question  regarding  the  capability  of  the 
adequately  trained  nurse  to  take  an  adequate  Pap  smear.  The  question  now, 
because  of  the  obvious  desirability  of  a concomitant  pelvic  examination,  is 
whether  and  how  the  nurse  should  be  trained  to  also  do  a pelvic  examination. 

Plans  have  already  been  developed  for  screening  clinics  for  breast  cancer 
which  will  employ  technicians,  not  only  to  carry  out  mammography,  xerography 
and  thermography,  but  also  to  do  the  initial  screening  by  palpation. 

One  source  of  complaint  that  has  arisen  from  the  American  Cancer  Society 
criteria  for  adequate  cancer  examination  has  been  the  practical  difficulty  in 
providing  proctosigmoidoscopy  for  every  patient.  There  is  little  doubt  that 
properly  trained  and  experienced  non-physician  personnel  can  carry  out  adequate 
and  safe  screening  proctosigmoidoscopy. 

Observation  of  the  development  of  medical  technicians  over  the  past  two  decades 
is  proof  enough  that  many  procedures  in  medical  care  require  not  in-depth 
education  but  technical  clinical  experience  to  acquire  proficiency. 

One  other  factor  recommends  the  use  of  paramedical  personnel  in  the  field 
of  cancer  control.  The  “Reach  to  Recovery  Program”  for  the  post-mastectomy 
patient  was  generally  greeted  with  coolness  by  the  medical  profession,  initially. 
Now  those  physicians  and  patients  who  have  become  involved  in  it  have  almost 
universally  praised  it,  frequently  with  surprise  in  its  effectiveness.  For  the  first 


JOHN  P.  WILSON,  M.D.,  Atlanta 
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time,  the  post-mastectomy  patient  has  not  just  the  mechanical  instructions,  but 
an  instructor,  demonstrator,  advisor  and  confidante  who  has  the  time  and  interest 
to  truly  help  her  “Reach  to  Recovery.” 

This,  then,  is  a major  factor  and  a factor  which  applies  throughout  the  use  of 
properly  trained  and  instructed  paramedical  personnel.  The  more  seemingly 
menial  tasks  may  frequently  be  done  better  by  a less  extensively  trained  person. 
It  has  a higher  priority  in  importance.  To  the  physician,  postoperative  mastectomy 
instruction  may  be  less  important  than  many  other  demands  on  his  time;  to  the 
volunteer  it  is  all  important. 

The  major  immediate  problem  in  the  utilization  of  paramedical  personnel  is  the 
determination  of  the  scope  and  limitation  of  the  role  of  each  group.  Quality  control 
must  be  assured  by  basic  educational  standards,  required  continuing  education 
and  a feed-back  system  for  evaluation  of  quality  and  effectiveness. 

Effective  utilization  of  paramedical  personnel  is  a necessary  factor  in  providing 
adequate  health  care  and  can  only  be  accomplished  with  the  interest,  effort  and 
cooperation  of  physicians. 

340  Boulevard,  N.E. 


^^Your  dinner  was 
perfect  — from  soup 
to  'DicarhosiV 


Dicarbosil. 

ANTACID 

Write  for  Clinical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 


WEIGHT#. 

WATCHERS 


Wishes  to  thank  the  many  members 
of  the  Medical  Profession  who  have  rec- 
ommended Weight  Watchers  to  their  pa- 
tients in  the  treatment  of  obesity. 

WEIGHT  WATCHERS  OF  GREATER 
ATLANTA,  INC. 

2639  North  Decatur  Road 
Decatur,  Georgia  30033 

For  class  information  in  the  Atlanta 
area  call:  373-5731 
Outside  the  Atlanta  area 
call  free:  800-282-7481 


*^EICHT  WATCHCBS"  AND  AM  RECISTEBEO  TKaOEMASKS  OF  WCiCHT  WATCHEBS 
INTEBNATIONAl.  INC.,  GREAT  NECK,  N.Y.<C>WEICHT  WATCHERS  INTERNATIONA!,  1971 
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SHY-DRAGER  SYNDROME 

EVAN  B.  WEISMAN,  M.D.,  Marietta 


T„.  REGULATION  OF  BLOOD  PRESSURE'  in  the  crect  posture  involves  a complex 
interplay  of  factors  both  neural  and  humoral.  The  pressure  sensitive  stretch 
receptors  of  the  carotid  sinus  and  aortic  arch  are  immediately  stimulated  by  the 
fall  in  blood  pressure  associated  with  standing  upright  and  within  30  to  45 
seconds,  blood  pressure  returns  to  normal  levels.  The  primary  baroreceptor  mech- 
anism is  aided  by  secondary  factors  such  as  increase  in  level  of  catecholamines, 
renin  and  aldosterone.  If  compensatory  mechanisms  do  not  come  into  play, 
physiological  postural  hypotension  becomes  prolonged;  pathological  orthostatic 
hypotension  occurs  and  the  person  may  faint. 

This  pathological  state  may  be  secondary  to  several  underlying  conditions.  The 
most  common  include  diabetes  mellitus,  tabes  dorsalis,  Addison’s  disease, 
syringomyelia  and  overzealous  administration  of  diuretics  or  beta  adrenergic 
blocking  agents.  When  no  underlying  disease  can  be  found,  the  condition  is 
termed  idiopathic. 

Idiopathic  postural  hypotension  had  been  recognized  for  35  years  when  in  1960 
Shy  and  Drager  suggested  that  this  might  represent  a primary  degenerative  disease 
of  the  nervous  system.  They  reported  widespread  pathological  lesions  in  the 
nervous  system  noted  during  an  autopsy  of  one  of  their  patients.  Later  reports 
have  strengthened  the  contention  that  this  indeed  represents  a primary  degenerative 
neurological  disease.  This  has  led  to  the  conclusion  that  the  Shy-Drager  syndrome 
is  a subacute  presenile  degenerative  disease  of  the  nervous  system  in  which  a 
single  cell  group,  or  a combination  of  several  cell  groups,  undergoes  a selective 
atrophy,  simultaneously  or  consecutively. 

The  disease  affects  men  four  times  more  frequently  than  women  and  usually 
occurs  between  the  ages  of  40  and  70.  Autonomic  nervous  dysfunction  tends  to 
dominate  the  clinical  picture,  at  least  initially.  This  is  manifested  by  impotence, 
orthostatic  hypotension,  anhydrosis,  and  bladder  and  bowel  dysfunction.  The 
postural  hypotension  is  unaccompanied  by  a rise  in  the  pulse  rate,  a distinguishing 
characteristic  of  this  disorder. 

In  a sizable,  though  not  accurately  identified,  number  of  patients,  the  disease 
proceeds  to  affect  somatic  in  addition  to  autonomic  neural  structures.  Rarely, 
somatic  neurological  defects  may  actually  precede  autonomic  involvement.  Most 
conspicuous  and  often  most  disabling  is  a Parkinson  syndrome.  Other  manifesta- 
tions referable  to  a disorder  of  the  extrapyramidal  and  pyramidal  tracts,  lower 
motor  neurones  and  cerebellum  result  in  weakness,  muscle  wasting,  invalidism 
and  mental  deterioration. 

Therapy  is  on  the  whole  very  unsatisfactory.  Vasopressors  such  as  ephedrine 
are  helpful  in  very  mild  cases.  Drugs  causing  volume  expansion,  in  particular 
the  mineralocorticoid,  9 alpha  fludrocortisone  (Florinef)  have  been  reported  to 
be  more  useful.  This  medication  may  be  supplemented  with  increased  salt  intake 
but  caution  must  be  exercised  to  prevent  the  onset  of  heart  failure,  edema,  supine 
hypertension  and  hypokalemia.  This  is  particularly  important  when  high  doses 
are  employed. 


Prepared  at  the  request  of  the  Committee  on  Professional  Education  of  the  Georgia  Heart  Association. 
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In  severe  cases  the  only  method  of  treatment  is  the  use  of  a counter  pressure 
garment  or  G-suit.  Use  of  this  garment  produces  an  effect  similar  to  waist-high 
immersion  in  water,  a mechanism  known  to  prevent  postural  hypotension.  Un- 
fortunately, in  practice  these  suits  are  very  uncomfortable  to  wear.  Elastic  stock- 
ings, although  more  comfortable,  are  considerably  less  effective. 

The  prognosis  is  not  good,  with  death  occurring  an  average  of  four  years  after 
onset  of  neurological  symptoms.  Although  these  people  are  often  of  a relatively 
advanced  age,  with  an  average  age  of  onset  of  60,  they  clearly  die  earlier  than 
a comparable  general  population. 

638  Church  Street 


The  right  school  makes 

all  the  difference 

At  WOODWARD  ACADEMY  your  child  can 
find  meaningful  direction  in  a challenging 

Serving  the  General  Insurance  needs  of 
the  Medical  Profession  for  over  50  years. 

learning  atmosphere. 

We  offer;  ^ 

A co-educational,  college  prep  boarding  school 
program  for  boys  and  girls,  Grades  7-12. 

POTTER-HOLDEN  & CO. 

A challenging  program  that  stimulates  excellence. 
100%  of  students  go  to  college;  14  National  Merit 
Semi-Finalists,  6 commended. 

Agents  oj  the  St.  Paul  Insurance  Companies 

The  unique  experience  of  the  boarding  school 
where  the  student  cultivates  independence,  indivi- 
dual responsibility,  new  and  interesting  friends, 
maturity,  and  lots  of  fun! 

Gerry  R.  Holden,  Jr.  1350  Spring  Street,  N.W. 

C.  Fred  Roberts  Atlanta,  Georgia  30309 

Enrichment  and  excellence-including  advanced 
placement  studies,  computer  training,  closed 

John  W.  Fite  876-1041 

circuit  TV  system,  planetarium,  skilled  faculty 
committed  to  help  the  student,  and  modern 
facilities. 

We  welcome  every  opportunity  to  serve  You. 

Flexibility  — with  a Reading  Disability  Program 
for  students  handicapped  with  Dyslexia  but  who 
have  college  potential. 

Professional  Liability — Umbrella — Property 

Complete  athletic  program;  soccer,  tennis,  track, 
basketball,  gymnastics.  Woodward  is  the  1970-71 
State  Champion  in  Football,  Wrestling,  and 
Swimming.  q 

Woodward  Academy 

For  further  information  write  or  call; 

1 YOUfi/  M hJtfhiidfHi  1 

Director  of  Admissions/  P.  0.  Box  87190  n n 1 1 r 

CollegePark, Ga. 30337/Tel. AC404-761-8881  1 1 1 1 
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ON  PRESCRIBING  ETHICAL  DRUGS 

J.  WINSTON  HUFF,  Atlanta- 

T 

J-  HE  OUTPOURING  of  ncw  ethical  drugs  since  World  War  II  has  been  a blessing  and 
a burden  for  the  physician.  The  blessing  to  the  physician  (and  to  his  patient)  is 
obvious.  The  burden  is  obvious  to  the  physician,  but  quite  often  not  at  all  obvious 
to  the  patient  and  to  the  public  at  large. 

The  number  of  malpractice  suits  against  physicians  has  increased  greatly  in  the 
past  few  years.  Many  of  these  cases  involved  claimed  adverse  reactions  resulting 
from  the  prescribing  of  ethical  drugs.  The  purpose  of  this  article  is  to  set  forth 
briefly  the  various  factors  which  the  courts  have  considered  important  in  determin- 
ing whether  the  physician  was  or  was  not  at  fault.  These  comments  relate  only 
to  those  drugs  which  are  legally  available  on  the  prescription  of  a qualified  medical 
doctor. 

It  is  true  that  the  manufacturer  of  any  drug  is  under  a duty  to  give  proper  and 
sufficient  warning  of  its  effects  and  potential  hazards.  Most  of  the  reported  cases 
now  say  that  in  the  case  of  an  ethical  drug  (as  distinguished  from  an  over-the- 
counter  product)  this  duty  is  fulfilled  when  the  warning  is  given  to  the  physician 
alone.  The  reasoning  of  these  cases  is  that  since  the  patient  cannot  purchase  the 
drug  without  a prescription  and  would  not  have  the  technical  knowledge  to 
evaluate  such  warning,  the  drug  manufacturer’s  duty  ends  with  the  warning  to  the 
physician.  Thus  in  general  the  manufacturer  of  an  ethical  drug,  assuming  proper 
and  uncontaminated  manufacture,  is  protected  if  it  has  taken  adequate  steps  to 
warn  the  physician  of  its  possible  dangers.  The  result  is  that  the  physician  is  held 
responsible  to  keep  abreast  of  the  Hood  of  information  concerning  the  properties, 
indications,  contraindications,  precautions,  warnings  and  reactions  involving  the 
many  drugs  he  prescribes.  Listed  below  are  factors  which  courts  have  considered 
in  determining  whether  the  physician  has  carried  this  responsibility.  No  single 
case  referred  to  all  these  tests  for  the  physician’s  awareness  of  the  properties  of  a 
particular  drug.  Yet  all  become  important  if  a lawsuit  should  result: 

1.  The  patient’s  history  and  condition.  Was  this  patient  likely  to  experience 
adverse  effects  from  the  drug? 

2.  The  physician’s  past  experience  with  the  drug  when  administered  to  other 
patients. 

3.  Was  the  drug  available  during  the  time  the  physician  was  in  medical  school? 
Was  it  discussed  there  and  was  the  medical  student  made  aware  of  its  possible 
dangers? 

4.  The  Physicians’  Desk  Reference.  Was  it  consulted  and  were  possible  side 
effects  reported  there? 

5.  If  the  physician  received  samples  of  the  drug,  was  there  accompanying 
literature  describing  possible  hazards? 

6.  Was  the  drug  ever  reported  upon  in  medical  journals  and  other  medical 
literature,  and  did  the  physician  read  them? 

* Prepared  at  the  request  of  The  Medical  Association  of  Georgia.  Mr.  Huff  is  a partner  in  the  firm  of 
Powell,  Goldstein,  Frazer  & Murphy,  General  Counsel  to  the  Association. 
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7.  Does  the  physieian  attend  medical  meetings  and  seminars,  and  was  the  drug 
discussed  there? 

8.  Did  the  physician  take  notice  of  advertisements  for  the  drug  in  medical  and 
trade  journals  in  which  possible  adverse  effects  were  reported? 

9.  Are  there  AMA  research  committee  reports,  and  did  the  physician  read  them? 

10.  Did  the  physician  receive  literature  from  the  manufacturer,  including  form 
letters,  booklets  and  the  like? 

11.  Did  the  physician  read  the  insert  in  packages  of  the  product  giving  notice 
of  possible  dangers? 

12.  Is  the  physician  aware  of  any  governmental  action  or  reports  concerning 
the  drug? 

13.  What  was  said  to  the  physician  by  the  detail  man  selling  the  drug? 

The  responsibility  is  heavy  and  places  a physician  in  a peculiar  bind.  If  he  says 
he  was  not  aware  of  the  adverse  effects  of  a drug  as  reported  in  one  or  more  of 
the  above  ways,  he  can  be  held  liable  for  failure  to  keep  abreast  of  medical 
knowledge  and  for  failure  to  exercise  reasonable  care  in  prescribing  it.  If  he  is 
aware  of  such  possible  side  effects,  but  still  feels  that  the  drug  is  necessary  in  a 
particular  case,  he  might  be  held  liable  for  prescribing  a drug  with  well  known 
adverse  effects.  This  also  places  the  physician  in  an  unfortunate  position  as  a 
defendant.  Where  both  the  physician  and  the  manufacturer  are  sued,  and  the 
physician  admits  he  received  the  usual  warnings,  generally  the  manufacturer  will 
be  dismissed  as  a defendant  leaving  the  doctor  to  fight  the  case  alone. 

If  the  physician  is  aware  of  the  drug’s  hazards  and  exercises  reasonable  medical 
judgment  according  to  the  prevailing  standard  of  medical  knowledge,  he  should 
not  be  held  liable. 

Eleventh  Floor 
C&S  Bank  Building 


‘^‘Either  we  shall  master  the  ways 
of  political  action,  or  we  shall  be 
mastered  by  those  who  do,’^ 

—Raymond  Moley 

JOIN 

GaMPAC 

* A copy  of  GaMPAC’s  report,  filed  with  the  appropriate  super- 
visory officer,  is  available  for  purchase  from  the  Superintendent 
of  Documents,  United  States  Government  Printing  Office,  Wash- 
ington, D.C.  20402. 
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NEW  MEMBERS 


Atwater,  John  S.,  Jr. 

Fulton — DE-4 — I 

Bloodworth,  Ronald  C. 
Cobh — Active — P 

Clemons,  Thurman 
Ogeechee  River — Active — 

Ferrier,  Frank  L. 

Cobb — Active — TS 

Frazier,  Wesley  T. 

Fulton — Active — Anes 

Gladson,  James  E. 

Active — Fulton — I 

Hemos,  G.  P.  de 
Active — Cobb — P 

Jones,  Charles  L. 

Active — Hall — Pd 

McFadden,  I.  J.,  II 
Active — Fulton — P 

Reich,  George  A. 

Active — Service — PH 

Sanders,  Gerald  E. 

Active — ^Eulton — OPH 

Shehee,  Walter  H. 

Active — Fulton — P 

Thomas,  Kenneth  E. 

Active — Eulton — Su 

Williams,  Jack  G. 

Active — Tift — Pd 

PERSONALS 


P.  O.  Box  941 
Blytheville,  Ark.  72315 

3 1 88  Atlanta  Street,  S.  E. 
Smyrna,  Georgia  30080 

501  Northside  Dr.  West 
Statesboro,  Georgia  30458 

737  Campbell  Hill  Street 
Marietta,  Georgia  30060 

1365  Clifton  Rd.,  N.  E. 
Atlanta,  Georgia  30322 

849  E.  Battle  Creek  Rd. 
Jonesboro,  Georgia  30236 

3188  Atlanta  St.,  S.  E. 
Smyrna,  Georgia  30080 

274  Enota  Drive,  N.  E. 
Gainesville,  Georgia  30501 

1365  Clifton  Road,  N.  E. 
Atlanta,  Georgia  30322 

Peachtree  Seventh  Building 
Atlanta,  Georgia  30323 

1275  Cleveland  Ave. 

East  Point,  Georgia  30344 

1338  Cleveland  Ave. 

East  Point,  Georgia  30344 

1175  Peachtree  Street,  N.  E. 
Atlanta,  Georgia  30309 

714  East  18th  Street 
Tifton,  Georgia  31794 


Fifth  District 

A.  J.  Crumbley,  East  Point,  has  been  elected  Chief 
of  Staff  for  South  Fulton  Hospital  for  the  1972-73 
fiscal  year. 

James  H.  Larose  of  Atlanta  presented  an  exhibit, 
“Effective  Thyroxine  Ratio,”  at  the  annual  meeting  of 
the  Society  of  Nuclear  Medicine  in  Boston  in  July. 

Seventh  District 

Stephen  D.  Smith,  Rome,  was  elected  president  of 
the  State  Mutual  Insurance  Company  at  a regular 
quarterly  meeting  of  the  Company’s  Board  in  July. 

Ninth  District 

Wiley  S.  Black  resumed  his  practice  of  surgery  in 
Gainesville  in  July,  following  a year's  fellowship  in 
vascular  surgery  at  the  New  York  University  Hospital. 


Tenth  District 

J.  G.  Bohorfoush  was  honored  in  July  upon  his  re- 
tirement after  12  years  of  service  as  director  of  the 
General  Medical  and  Surgical  Unit  of  Central  State 
Hospital,  Milledgeville. 

Curtis  H.  Carter  was  named  Dean  of  the  School  of 
Medicine  at  the  Medical  College  of  Georgia,  Augusta, 
in  June. 

John  R.  Curtis,  Athens,  was  named  to  the  Eellow- 
ship  of  the  American  Psychiatric  Association  in  July. 

DEATHS 

Lothar  Wilhelm  Kaul 

Lothar  Wilhelm  Kaul,  49,  died  July  3 in  Athens. 

A native  of  Germany,  he  came  to  the  United  States 
in  1956  to  study  at  Duke  University.  He  moved  to 
Athens  in  1969,  where  he  established  his  practice. 

He  was  a member  of  the  American  Medical  Associa- 
tion, the  Seventh  District  Medical  Society  and  the 
Crawford  W.  Long  Medical  Society. 

Dr.  Kaul  is  survived  by  three  sons,  Lothar  Kaul, 
Matthew  Kaul  and  Richard  Kaul,  all  of  Athens,  and 
one  brother,  Werner  Kaul,  of  Hamburg,  Germany. 

Emory  R.  Park 

Emory  R.  Park,  86,  died  July  1 at  City-County  Hos- 
pital in  LaGrange  after  an  illness  of  several  months. 

Eormerly  state  physician  for  the  Georgia  State  Board 
of  Health,  he  was  a graduate  of  the  Jefferson  Medical 
College  in  Philadelphia. 

Serving  in  World  War  I as  an  officer  in  the  Army’s 
Medical  Department,  he  returned  to  LaGrange  and 
established  the  Ellis  Public  Health  Law  throughout 
Troup  County. 

Dr.  Park  was  past  president  of  both  his  District 
and  County  Medical  Society  and  of  the  Scientific  Staff 
of  the  City-County  Hospital. 

He  was  also  president  of  the  LaGrange  Rotaiy'  Club 
and  chairman  of  the  Official  Board  of  the  Eirst  Meth- 
odist Church. 

Dr.  Park  is  survived  by  two  half  brothers,  Harold 
Park  of  Atlanta  and  Arthur  Park  of  Orlando,  Fla.;  four 
nieces  and  two  nephews.  { 

Carl  Belmont  Welch 

Carl  Belmont  Welch,  86,  died  June  27  in  Memorial  [ 
Hospital  in  Bainbridge  after  a lengthy  illness. 

A native  of  Truitt,  Alabama,  Dr.  Welch  had  re-  ' 
sided  in  Attapulgus  for  the  past  40  years.  He  was  a : 
member  of  the  Decatur-Seminole  Medical  Society,  At-  • 
tapulgus  Masonic  Lodge  and  the  Shriners.  He  was  a i 
veteran  of  World  War  I.  | 

Dr.  Welch  is  survived  by  his  widow,  Mrs.  Cornelia  f 
Lester  Welch,  Attapulgus;  a daughter,  Mrs.  Alfred  W.  ! 
Small,  Atlanta;  three  sons,  L.  Lee  Welch.  Telferner,  j 
Texas,  John  Madison  Welch,  Dayton,  Ohio,  and  Dr.  : 
Carl  Lester  Welch,  Hickory,  North  Carolina;  1 1 grand-  . 
children  and  five  great-grandchildren.  ; 
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THE  MONTH  IN  WASHINGTON 


The  1972  Democratic  campaign  platform  calls  for 
establishment  of  a federally-administered,  comprehensive 
national  health  insurance  system  to  cover  all  Americans 
and  to  incorporate  eventually  all  federal  health  pro- 
grams. 

The  majority  of  the  Democratic  platform  committee 
proposed  that  the  system  be  financed  by  the  federal 
government.  A minority  wanted  it  financed  under  social 
security. 

The  health  care  plank  was  hammered  out  by  Demo- 
cratic policy  makers  in  Washington  prior  to  the  presi- 
dential nominating  convention  in  Miami  Beach.  Several 
positions,  including  the  stand  on  Health  Maintenance 
Organizations,  in  the  health  care  plank  were  similar  to 
those  of  the  American  Medical  Association. 

Health  care  parts  of  the  platform  proposed  by  the 
majority  of  the  drafting  committee  include: 

Health  Care 

Good  health  is  the  least  this  society  should  promise 
its  citizens.  The  state  of  health  services  in  this  country 
indicates  the  failure  of  government  to  respond  to  this 
fundamental  need.  Costs  skyrocket  while  the  availability 
of  services  for  all  but  the  rich  steadily  decline. 

We  endorse  the  principle  that  good  health  is  a right 
of  all  Americans. 

America  has  a responsibility  to  offer  to  every  Amer- 
ican family  the  best  in  health  care  whether  they  need 
it,  regardless  of  income  or  where  they  live  or  any  other 
factor. 

To  achieve  this  goal  the  next  Democratic  Administra- 
tion should: 

— Establish  a system  of  universal  national  health  in- 
surance which  covers  all  Americans  with  a comprehen- 
sive set  of  benefits  including  preventive  medicine,  mental 
and  emotional  disorders,  and  complete  protection 
against  catastrophic  costs,  and  in  which  the  rule  of  free 
choice  for  both  provider  and  consumer  is  protected. 
The  program  should  be  federally-financed  and  federally- 
administered.  Every  American  must  know  he  can  afford 
the  cost  of  health  care  whether  given  in  a hospital  or  a 
doctor’s  office; 

Incorporate  in  the  national  health  insurance  system 
incentives  and  controls  to  curb  inflation  in  health  care 
costs  and  to  assure  efficient  delivery  of  all  services; 

Continue  and  evaluate  Health  Maintenance  Organi- 
zations; 

— Set  up  incentives  to  bring  health  service  personnel 
back  to  inner-cities  and  rural  areas; 

— Continue  to  expand  community  health  centers  and 
availability  of  early  screening  diagnosis  and  treatment; 

Provide  federal  funds  to  train  added  health  man- 
power including  doctors,  nurses,  technicians  and  para- 
medical workers; 

— Secure  greater  consumer  participation  and  control 
over  health  care  institutions; 

— Expand  federal  support  for  medical  research  in- 
cluding research  in  heart  disease,  hypertension,  stroke, 
cancer,  sickle  cell  anemia,  occupational  and  childhood 
diseases  which  threaten  millions  and  in  preventive  health 
care; 

Eventual  replacement  of  all  federal  programs  of 
health  care  by  a comprehensive  National  Health  Insur- 
ance System; 

Take  legal  and  other  action  to  curb  soaring  prices 
for  vital  drugs  using  anti-trust  laws  as  applicable  and 


amending  patent  laws  to  end  price-raising  abuses,  and 
require  generic-name  labeling  of  equal-effective  drugs; 
and 

— Expand  federal  research  and  support  for  drug 
abuse  treatment  and  education,  especially  development 
of  non-addictive  treatment  methods. 

Birth  Control 

On  birth  control,  the  platform  states: 

— Family  planning  services,  including  the  education, 
comprehensive  medical  and  social  services  necessary  to 
permit  individuals  freely  to  determine  and  achieve  the 
number  and  spacing  of  their  children,  should  be  avail- 
able to  all,  regardless  of  sex,  age,  marital  status,  eco- 
nomic group  or  ethnic  origin,  and  should  be  adminis- 
tered in  a non-coercive  and  non-discriminatory  manner. 

On  rights  of  veterans: 

— MEDICAL  CARE:  The  federal  government  must 
guarantee  quality  medical  care  to  ex-servicemen,  and  to 
all  disabled  veterans,  expanding  and  improving  Veterans 
Administration  facilities  and  manpower  and  preserving 
the  independence  and  integrity  of  the  VA  hospital  pro- 
gram. Staff -patient  ratios  in  these  hospitals  should  be 
made  comparable  to  ratios  in  community  hospitals. 
Meanwhile,  there  should  be  an  increase  in  the  VA’s 
ability  to  deliver  outpatient  care  and  home  health  ser- 
vices, wherever  possible  treating  veterans  as  part  of  a 
family  unit. 

We  support  future  integration  of  health  care  for 
veterans  into  the  national  health  care  insurance  program, 
with  no  reduction  in  scale  or  quality  of  existing  veterans 
care  and  with  recognition  of  the  special  health  needs  of 
veterans. 

The  VA  separate  personnel  system  should  be  ex- 
panded to  take  in  all  types  of  health  personnel,  and  es- 
pecially physician’s  assistants;  and  VA  hospitals  should 
be  used  to  develop  state  medical  schools  and  area  health 
education  centers. 

The  VA  should  also  assume  responsibility  for  the 
care  of  wives  and  children  of  veterans  who  are  either 
permanently  disabled  or  who  have  died  from  service- 
connected  causes.  Distinction  should  no  longer  be  made 
between  veterans  who  have  seen  “wartime,”  as  opposed 
to  “peacetime,”  service. 


PRIVATE  GROUP  GENERAL  PRACTICE 
available  in  Southern  Georgia.  $3,000 
minimum  monthly  collections  guaranteed. 
Not  a loan.  Should  exceed  guarantee  in 
very  short  time.  Send  C.V.  in  confidence  to 
or  call  Sanford  Smith,  Director  of  Phy- 
sician Planning,  Hospital  Affiliates,  Inc., 
P.O.  Box  9836,  Houston,  Texas  77015, 
713-453-6324. 
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Benefits  for  Elderly 

For  the  elderly: 

— Establish  federal  standards  and  inspection  of  nurs- 
ing homes  and  full  federal  support  for  qualified  nursing 
homes; 

— Pending  a full  national  health  security  system,  ex- 
pand Medicare  by  supplementing  trust  funds  with  gen- 
eral revenues  in  order  to  provide  a complete  range  of 
care  and  services;  eliminate  the  Nixon  Administration 
cutbacks  in  Medicare  and  Medicaid;  eliminate  the  part 
B premium  under  Medicare  and  include  under  Medi- 
care and  Medicaid  the  costs  of  eyeglasses,  dentures, 
hearing  aids,  and  all  prescription  drugs  and  establish 
uniform  national  standards  for  Medicaid  to  bring  to 
an  end  the  present  situation  which  makes  it  worse  to 
be  poor  in  one  state  than  in  another. 

Senatorial  Support 

Before  the  platform  was  drafted,  two  of  the  Demo- 
crats’ big  guns  on  health  care  in  Congress  appeared 
jointly  for  the  first  time  at  a platform  subcommittee  pre- 
drafting hearing  in  St.  Louis.  They  were  Rep.  Wilbur  D. 
Mills  of  Arkansas  and  Sen.  Edward  M.  Kennedy  of 
Massachusetts.  They  showed  themselves  together  in 
support  of  a broad  national  health  insurance  but  still 
were  not  in  agreement  over  how  it  should  be  financed 
and  administered. 

The  platform  committee  accepted  Kennedy’s  views 
on  these  two  points  but  Mills’  ideas  probably  will  carry 
more  weight  when  Congress  gets  around  to  taking  up 
such  legislation. 

“The  federal  government  should  establish  a system 
of  compulsory  national  health  insurance  which  covers 
all  Americans  with  a standard,  comprehensive  set  of 
basic  health  insurance  benefits  supplemented  by  pro- 
tection against  catastrophic  costs,”  said  the  Mills-Ken- 
nedy  statement  which  included  four  “freedom  guaran- 
tees”: 

— The  federal  government  should  not  own  and  op- 
erate the  various  elements  of  the  health  care  system. 

— The  federal  government  should  not  remove  the 
freedom  of  every  physician  and  every  patient  to  choose 
where  and  how  they  will  give  or  receive  health  care. 

— Neither  the  federal  government,  nor  any  of  its 
agents,  shall  make  any  medical  judgments  in  a patient’s 
care;  this  function  is  reserved  solely  to  the  physician  and 
his  peers. 

— The  federal  government  shall  not  make  community 
health  policy  but  shall  offer  financial  and  technical 
support  and  information  and  guidelines  based  on  na- 
tional planning  to  support  local  policy  formulation. 

Feasibility  Urged 

Dr.  John  R.  Kernodle,  then  vice  chairman  (now 
chairman)  of  the  AM  A Board  of  Trustees,  urged  that 
any  national  health  insurance  program  supported  by 
the  Democratic  party  be  feasible  as  to  benefits,  finan- 
cially responsible  and  be  built  on  the  present  proven 
system  of  health  care  delivery. 

“In  considering  any  proposal  for  national  health  in- 
surance, it  is  important  that  several  factors  receive  a 
careful  evaluation,”  Dr.  Kernodle  said.  “First,  the  pro- 
gram must  be  feasible  in  terms  of  services  offered  and 
promises  made.  It  should  not  hold  out  promise  of 
benefits  which  cannot  be  fulfilled.  We  urge  that  any 


program  should  be  financially  responsible,  so  that  pub- 
lic funds  are  utilized  principally  to  provide  financial  as- 
sistance to  those  individuals  who  cannot  finance  their 
own  medical  care  through  their  personal  resources.  The 
adoption  of  any  national  health  insurance  plan  which 
undertakes  the  total  medical  care  of  everyone,  regard- 
less of  their  financial  circumstances,  and  does  this  at 
public  expense,  is  unwarranted.  We  would  further  urge 
that  any  plan  which  is  adopted  by  your  Committee  also 
incorporate  the  use  of  those  private  institutions  and 
those  private  resources  and  those  proven  methods  of 
health  care  delivery  which  have  provided  to  the  people 
of  the  United  States  high  quality  medical  care.  Any  plan 
should  build  on  those  strengths  of  the  present  system 
and  be  the  means  by  which  a new  era  of  good  health 
and  productivity  is  ushered  in  for  the  American  peo- 
ple. . . . 

Backs  Medicredit 

“The  physicians  of  America  have  always  maintained 
that  high  quality  medical  care  should  be  available  for 
all  Americans,  including  those  who  need  financial  as- 
sistance in  meeting  the  cost  of  such  care.  We  believe 
that  the  public  health  care  dollar  is  used  most  effectively 
when  it  is  applied  principally  for  the  benefit  of  those 
individuals  and  families  whose  financial  circumstances 
preclude  them  from  acquiring  health  insurance  protec- 
tion from  their  own  funds.  We  believe  strongly  that  to 
a maximum  degree  possible  any  national  health  insur- 
ance program  should  utilize  those  mechanisms  which 
have  proved  themselves  to  be  beneficial  in  the  provision 
of  care  to  private  patients.  At  the  same  time  we  favor 
experimentation,  innovation,  and  the  trial  of  multiple 
alternative  methods  for  health  care  delivery  to  promote 
the  evolutionary  development  of  productive  and  viable 
systems  of  health  care  appropriate  to  the  needs  of  a 
variety  of  communities. 

“We  believe  that  this  policy  of  providing  most  fi- 
nancial help  to  those  who  require  help  and  to  permit  i 
them  the  dignity  of  private  care  is  best  incorporated  in  I 
a proposal  which  was  written  by  the  medical  profession  I 
known  as  Medicredit  and  which  has  been  sponsored  by 
172  members  of  the  present  92nd  Congress.  This  pro-  : 
gram,  using  tax  credits,  enables  all  individuals  to  ac-  • 
quire  the  type  of  health  care  services  they  prefer.  It  I 
provides  a uniform  level  of  benefits — comprehensive  in  : 
scope.” 


ERRATUM-In  the  1972  Yearbook 
of  the  Medical  Association  of  Geor- 
gia, the  following  was  omitted  from 
page  14,  under  “Hospitals  in  Geor- 
gia  : 

Doctors  Memorial  Hospital,  20 
Linden  Ave.,  N.E.,  Atlanta  (Ful- 
ton ),  30308. 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


I 


Vbu  carry  one  of  the  heaviest 
patient  loads  in  the  country. 
Since  this  may  include 
a number  of  patients  with 
gastritis  and  duodenitis. . . 

^ou  should  know 
more  about  Librax® 


Helps  reduce 

inxiety-related  G.I.  symptoms 

ii\  patient  may  blame  his  attacks  of  gastritis  or 
luodenitis  on  “something  he  ate”  but  contribut- 
Qg  factors  may  be  his  job, 
narital  problems,  financial 
vorries  or  some  other  unmen- 
ioned  source  of  stress  and 
ixcessive  anxiety  that 
xacerbated  the  condition. 

Vhether  it  is  “something 
le  ate”  or  “something  eating  him,”  adjunctive 
Jbrax  can  help.  Librax  offers  both  the  antianxiety 
ction  of  Librium®  (chlordiazepoxide  HCl),  that  can 
elp  relieve  excessive  anxiety,  and  the  dependable 
nticholinergic  action  of  Quarzan®  (clidinium  Br), 
lat  can  help  reduce  gastrointestinal  hypermotility 
nd  hypersecretion. 


Patient-oriented  dosage  — up  to 
8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  can  be  adjusted  to  suit 
patient  needs— 1 or  2 capsules,  3 or  4 times  a day. 

To  help  relieve 
anxiety-linked 
symptoms  in  gastritis 

and  duodenitis 

V adjunctive 

Librax<«> 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


efore  prescribing,  please  consult  complete  product  information, 
summary  of  which  follows: 

[ontraindications:  Patients  with  glaucoma;  prostatic  hyper- 
■ophy  and  benign  bladder  neck  obstruction;  known  hypersen- 
itivity  to  chlordiazepoxide  hydrochloride  and/or  clidinium 
romide. 

Vamings:  Caution  patients  about  possible  combined  effects 
lith  alcohol  and  other  CNS  depressants.  As  with  all  CNS- 
;ting  drugs,  caution  patients  against  hazardous  occupations 
;quiring  complete  mental  alertness  {e.g.,  operating  machinery, 
riving).  Though  physical  and  psychological  dependence  have 
lirely  been  reported  on  recommended  doses,  use  caution  in 
idministering  Librium  (chlordiazepoxide  hydrochloride)  to 
nown  addiction-prone  individuals  or  those  who  might  increase 
asage;  withdrawal  symptoms  (including  convulsions),  following 
, scontinuation  of  the  drug  and  similar  to  those  seen  with  bar- 
iturates,  have  been  reported.  Use  of  any  drug  in  pregnancy, 
ictation,  or  in  women  of  childbearing  age  requires  that  its 
ptential  benefits  be  weighed  against  its  possible  hazards.  As 
|ith  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
j ay  occur. 

jrecautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
fective  amount  to  preclude  development  of  ataxia,  overseda- 
5n  or  confusion  (not  more  than  two  capsules  per  day  initially; 
crease  gradually  as  needed  and  tolerated).  Though  generally 
It  recommended,  if  combination  therapy  with  other  psycho- 
jopics  seems  indicated,  carefully  consider  individual  pharma- 
lilogic  effects,  particularly  in  use  of  potentiating  drugs  such  as 
I AO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
actions  (e.g.,  excitement,  stimulation  and  acute  rage)  have 
iCn  reported  in  psychiatric  patients.  Employ  usual  precautions 
li 

i 


in  treatment  of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally  with  chlordiaz- 
epoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or 
low  residue  diets. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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Cautious  optimism  is  voiced  in  this 
informative  report. 


The  Treatment  of  Narcotics 
Addiction  in  Georgia 

PETER  G.  BOURNE,  M.D.,*  Atlanta 


J)uRiNG  THE  PAST  TWO  YEARS,  Georgia  has  ex- 
perienced a spectacular  and  alarming  increase  in  its 
narcotics  addict  population.  There  were  818  nar- 
cotics arrests  in  Atlanta  in  the  first  10  months  of 
1971,  more  than  twice  the  number  seen  in  the  same 
period  in  1970.  Between  1966  and  1971,  the  State’s 
correctional  facilities  experienced  a ten-fold  increase 
in  drug  abuse  related  incarcerations,  from  40  to 
431.  There  are  approximately  5,000  heroin  addicts 
in  Atlanta,  1,000  in  Columbus,  500  in  Savannah, 
400  in  Macon,  300  in  Augusta,  and  an  indeterminate 
number  in  the  smaller  communities,  such  as  Athens, 
Albany,  Valdosta,  Gainesville  and  Brunswick.^ 

Prior  to  June,  1971,  there  was  no  over-all  effort 
to  coordinate  and  develop  a treatment  program  for 
drug  addicts  in  Georgia.  The  only  programs  in  the 
entire  State  offering  methadone  maintenance  were 
operated  by  Grady  Memorial  Hospital  in  Atlanta 
with  a capacity  for  handling  20  addicts,  and  a pri- 
vate practitioner  with  a total  of  12  patients  in 
treatment.  Other  programs  for  drug  abuse  were 
fragmented  and  uncoordinated. 

In  June  of  1971,  the  Georgia  Narcotics  Treat- 
ment Program  (GNTP)  was  established  by  Gover- 
nor Jimmy  Carter  as  an  independent  agency  operat- 
ing out  of  his  office  to  develop  and  coordinate  all 
drug  programs  in  the  State.  Although  the  agency 
has  the  responsibility  for  all  drug  programs  in  the 
State,  the  top  priority  during  the  first  six  months  of 
operation  has  been  to  make  treatment  for  heroin  ad- 
dicts available  throughout  Georgia.  This  paper  de- 

*Office of  Drug  Abuse,  Georgia  Department  of  Human  Resources, 
Atlanta,  Georgia  30334. 


scribes  primarily  the  development  of  the  program  as 
it  relates  to  heroin  addiction. 

The  Development  and  Operation 
of  the  Program 

By  operating  directly  out  of  the  Governor’s  Of- 
fice, the  GNTP  has  had  the  authority  necessary  to 
cut  many  of  the  usual  administrative  delays  in  rapid- 
ly establishing  services.  Being  outside  of  existing 
agencies  has  facilitated  the  development  of  collab- 
orative relationships  with  the  Departments  of  Labor, 
Education,  Corrections,  Law  Enforcement  and 
Family  and  Children  Services,  all  of  which  are  di- 
rectly or  indirectly  involved  in  the  field  of  addiction. 
Operating  from  the  State  level  has  also  permitted 
the  development  of  services  based  on  community 
needs  without  the  artificial  restrictions  of  city  and 
county  boundaries. 

To  ensure  centralized  coordination  of  all  metha- 
done maintenance  programs  throughout  the  State, 
a single  IND  license  has  been  obtained  in  the  name 
of  the  Director  of  the  GNTP.  Affiliated  programs 
submit  protocols  to  the  GNTP  which  are  reviewed 
and  filed  with  the  FDA  as  amendments  to  the 
original  IND.  This  provides  for  uniform  reporting, 
evaluation,  and  quality  control  among  all  pro- 
grams in  the  State.  New  FDA  regulations  are  pres- 
ently being  developed  and  a single  central  coordinat- 
ing agency  will  then  be  required  by  law  in  each 
State. 

The  Georgia  Narcotics  Treatment  Program  offers 
a multimodality  approach  to  the  treatment  of  ad- 
diction. Outpatient  treatment  centers  providing  de- 
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toxilication,  maintenance  and  abstinence  programs, 
combined  with  supportive  counseling  and  rehabilita- 
tive services,  are  the  basic  elements  of  the  treatment 
network.  Inpatient  back-up  is  provided  by  the  Re- 
gional Mental  Hospitals.  Some  of  the  facilities  are 
operated  directly  by  GNTP,  some  are  contracted  to 
other  agencies,  and  some,  like  Grady,  operate  co- 
ordinated but  administratively  independent  pro- 
grams. 

Central  Intake  Center 

In  Atlanta  a central  clinic  for  all  intake  and 
evaluation  has  been  established  as  well  as  nine  out- 
patient clinics  located  throughout  the  city,  which 
offer  a full  range  of  counseling  and  rehabilitative 
services.  These  long  term  treatment  centers  also  seek 
to  provide  job  placement  for  patients  stabilized  in 
treatment.  Four  additional  clinics,  three  therapeutic 
communities,  and  a residential  facility  for  juveniles 
are  projected  for  development  in  1972. 

The  object  of  the  intake  center  is  never  to  turn 
away  any  addict  and  to  always  be  able  to  provide 
at  least  some  basic  emergency  care.  When  an  indi- 
vidual comes  to  this  facility,  he  receives  a com- 
plete medical  evaluation  and  work-up  and  if  ap- 
propriate is  placed  on  a holding  dose  of  methadone. 
Over  the  next  two  weeks,  his  condition  is  evaluat- 
ed and  he  is  started  on  a specific  program  of  either 
maintenance,  detoxification  or  abstinence.  The  in- 
dividual will  come  to  this  holding  facility  on  a daily 
basis  until  an  opening  becomes  available  for  him 
at  one  of  the  comprehensive  treatment  centers  or 
the  therapeutic  community.  At  that  time,  he  will 
then  be  transferred  to  that  facility  where  he  will  re- 
ceive not  only  methadone,  but  all  of  the  other  sup- 
portive services.  The  intention  is  to  provide  as  com- 
plete an  evaluation  of  the  patient  as  possible  and 
place  him  in  whatever  type  of  treatment  program 
will  most  effectively  meet  his  needs. 

Growth  of  Centers 

Outside  of  Atlanta  a clinic  has  been  established 
in  Macon,  Columbus  and  Savannah.  A fourth  is 
planned  for  Augusta.  Each  of  these  centers  has  the 
capacity  to  handle  up  to  150  addicts. 

During  the  next  three  months  it  is  planned  that 
the  treatment  center  in  Columbus  will  be  expanded 
to  handle  up  to  300  patients  and  a residential  fa- 
cility and  two  crisis  counseling  centers  will  be 
opened. 

In  Waycross  a dozen  or  so  addicts  have  been  de- 
toxified through  an  arrangement  with  a private  phy- 
sician and  similar  plans  are  being  developed  in 


Brunswick.  If  the  load  warrants  and  if  the  problem 
of  addiction  becomes  sufficiently  severe  in  these 
communities  it  may  be  necessary  to  establish  small 
clinics  providing  maintenance.  This  might  possibly 
be  done  by  having  pharmacists  dispense  the  metha- 
done on  an  ongoing  basis  to  patients  who  had  previ- 
ously been  stabilized  at  a facility  in  one  of  the 
larger  communities. 

Throughout  the  State  treatment  records,  census 
and  identification  information,  and  a core  of  each 
patient’s  file  and  methadone  inventory  records  are 
stored  in  a statewide  computer  system.  Patients  are 
identified  by  photographic  ID  cards.  Methadone  is 
prepared  and  bottled  in  unit  dose  form  by  machine 
and  daily  transported  to  clinics  (Atlanta  area  only). 
This  system  provides  daily  updating  of  treatment 
schedules,  positive  identification  of  patients,  while 
preventing  dual  registration  insofar  as  possible, 
close  control  of  methadone  and  a readily  accessible 
file  for  research  and  evaluation  of  the  program 
throughout  the  State.  Confidentiality  is  protected  by 
coded  entry  into  the  computer  and  legislation,  which 
specifically  requires  permission  from  the  patient  for 
anyone  to  have  access  to  his  file  if  he  is  in  this  sys- 
tem. 

Special  Projects 


Several  special  projects  including  programs  to 
serve  specific  groups  are  being  instituted. 

One  of  the  centers  in  Atlanta  operated  down- 
town by  the  Veterans  Administration  is  a storefront 
facility  serving  Veteran  addicts.  All  patients  passing 
through  the  central  Atlanta  Intake  Center  who  are 
identified  as  Veterans  are  transferred  to  this  cen- 
ter for  long  term  treatment. 

All  patients  seen  in  the  early  stages  of  the  pro- 
gram were  seen  on  a voluntary  basis.  Recently,  an 
increasing  number  of  patients  are  being  placed  on 
the  program  as  a requirement  of  probation.  A spe- 
cial center  is  presently  being  developed  which  will 
serve  all  the  patients  who  are  in  this  category. 

A halfway  house  combined  with  an  outpatient 
clinic,  specifically  for  former  drug  users  coming  out 
of  the  State  penal  system,  is  being  developed  jointly 
with  the  Georgia  Department  of  Offender  Rehabilita- 
tion. This  will  hopefully  reduce  the  recidivism  of 
persons  leaving  the  prisons  by  easing  their  return 
to  society  and  helping  them  cope  with  the  tempta- 
tions to  resume  drug  use  and  criminal  activity. 


Liaison  with  Criminal  Justice  | 

In  a related  area,  GNTP  is  initiating  develop-  | 
ment  of  a liaison  with  the  criminal  justice  system.  [ 
Through  relationships  with  the  courts,  district  attor-  | 
neys  and  probation  systems,  outpatient  treatment  as 
a condition  of  probation  or  in  lieu  of  prosecution 
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will  be  developed  as  an  alternative  to  incarceration 
for  persons  whose  criminal  problems  stem  mostly 
from  heroin.  A law  enforcement  officer  works  in  the 
office  of  the  Director  of  GNTP  to  serve  in  a liaison 
capacity  with  law  enforcement  agencies. 

Withdrawal  from  narcotics  has  become  a serious 
health  problem  in  the  city  and  county  jails  of  Geor- 
gia’s larger  cities.  GNTP  is  working  with  police  and 
sheriff  departments  to  provide  treatment  for  with- 
drawal in  the  jails  and  to  encourage  as  many  of 
these  people  as  possible  to  seek  therapy  through 
GNTP.  Urine  surveillance  studies  in  the  jails  are 
being  instituted  to  help  measure  the  incidence  of 
drug  abuse  in  Georgia’s  larger  communities,  and  to 
identify  those  with  an  additional  problem  so  that  at 
an  appropriate  point  in  the  criminal  justice  system 
they  can  be  channelled  into  treatment.  Recent  figures 
from  Augusta  show  that  53  per  cent  of  all  felons 
arrested  have  evidence  of  heroin  addiction  in  their 
urine. 

A central  information  center,  somewhat  along 
the  lines  of  the  National  Clearinghouse  for  Drug 
Abuse  Information,  has  been  established  in  Atlanta. 
A statewide,  toll-free  telephone  number  is  available 
for  anyone,  anywhere  in  the  state  to  call.  Persons 
may  call  seeking  information  about  drugs,  drug  pro- 
grams or  referral  to  services  close  to  them.  The 
number  will  also  serve  as  an  emergency  number  for 
patients  who  are  hospitalized  or  who  cannot  other- 
wise attend  their  clinic.  This  will  ensure  continuity 
of  service  to  these  patients.  It  will  also  provide  to 
physicians  information  concerning  treatment  of  drug 
abuse  as  well  as  general  information  about  the 
therapeutic  use  of  drugs. 

An  additional  service  of  the  information  cen- 
ter will  be  its  capability  to  provide  to  individuals 
and  groups  literature  and  films  to  support  drug  abuse 
education  and  prevention  programs  throughout  the 
State.  This  center  will  soon  be  linked  to  the  com- 
puter at  the  National  Clearinghouse  for  Drug  Abuse 
Information.  This  will  enable  GNTP  to  directly  con- 
duct searches  of  the  material  on  file  at  the  Clearing- 
house as  a service  to  the  people  of  the  State.  The 
development  of  this  center  will  allow  individuals  in 
any  community  in  the  State  to  feel  that  they  have 
access  to  and  can  benefit  from  the  program.  The 
toll-free  phone  number  is  1-800-282-0228.  The  Cen- 
ter will  also  soon  begin  operating  a media  truck 
which  will  be  available  throughout  the  State  to  pro- 
vide information  and  education  about  drug  abuse. 

The  Results  of  the  Program 

The  GNTP  began  seeing  patients  during  Septem- 
ber, 1971,  and  in  the  eight  months  since  then  more 
than  2,200  heroin  addicts  have  been  treated;  nearly 


2,000  of  these  have  been  in  the  Atlanta  area.  Many 
who  have  been  detoxified  subsequently  failed  to  stay 
away  from  heroin  and  are  now  returning  to  the  pro- 
gram for  the  second  time.  However,  approximately 
800  have  remained  in  long  term  treatment.  To 
date  no  patients  are  being  turned  away  and  there 
are  no  waiting  lists. 

Based  on  the  first  1,000  patient  files  entered  into 
the  computerized  data  system  the  following  are 
some  preliminary  demographic  data  about  this  pop- 
ulation as  well  as  some  information  about  its  over- 
all age  of  first  heroin  use. 

The  race/sex  breakdown  of  the  patient  popula- 
tion is  as  follows;  black  male,  49.9  per  cent;  black 
female,  15.4  per  cent;  white  male,  24.3  per  cent; 
and  white  female,  10.0  per  cent.  The  65.3  per  cent 
black  population  in  our  clinics  contrasts  with  the 
fact  that  blacks  form  25.0  per  cent  of  metropolitan 
Atlanta’s  population.  (Table  1.) 

The  mean  ages  of  the  patient  group  overall  is 
24.6  years.  For  subgroups,  the  ages  are:  black  male, 
25.0;  black  female,  24.7;  white  male,  24.1;  and 
white  female,  23.4.  This  closely  corresponds  to  age 
information  from  Washington,  D.C.  where  the  aver- 
age age  in  the  first  six  months  of  the  Narcotics  Treat- 
ment Administration  was  reported  as  25.9.^  Most 
other  cities  have  reported  patient  populations  at 
least  several  years  older  than  Atlanta  or  Washing- 
ton. (Table  2.) 

The  mean  age  for  first  use  of  heroin  for  GNTP 
patients  is  20.2  years. 


TABLE  1 

RACE  AND  SEX  OF  GNTP  PATIENTS  ON  FILE 
INITIAL  95  DAYS  OF  OPERATION 


GNTP 

Patients 

% 

% Metro 
Atlanta 
Population 

Black  Male  

405 

49.9 

11.5 

Black  Female  

125 

15.4 

13.4 

White  Male 

197 

24.3 

36.4 

White  Female 

81 

10.0 

38.7 

Other  

3 

0.4 

— 

811 

100.0 

100.0 

TABLE  2 

MEAN  AGE  OF  GNTP  PATIENTS 
BY  RACE  AND  SEX 
INITIAL  95  DAYS  OF  OPERATION 


Black  Male  (405)  25.0 

Black  Female  (125)  24.7 

White  Male  (197)  24.1 

White  Female  (81) 23.4 

Average  Overall 24.6 
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Treatment  Affeets  Crime 

By  patient  report  the  average  daily  heroin  habit 
of  patients  entering  the  program  is  $50.00.  In  gen- 
eral this  means  that  the  addict  must  steal  goods 
worth  approximately  three  times  this  amount  to  buy 
his  heroin.  One  would  anticipate  then  that  by  get- 
ting significant  numbers  of  people  into  treatment 
that  the  crime  rate  would  fall.  Throughout  the  coun- 
try this  has  been  the  case.  After  narcotics  treat- 
ment programs  were  initiated  in  Washington,  D.C., 
Westchester,  New  York,  Detroit  and  Laredo,  Texas, 
all  reported  a drop  in  their  crime  rates.  We,  there- 
fore, predicted  last  September  that  this  would  occur 
in  Atlanta,  and  the  most  recent  crime  data  bears 
this  out.  Figures  1-3  show  the  change  in  the  overall 
crime  rate  as  well  as  the  change  in  specifically  af- 
fected categories  before  and  after  the  implementa- 
tion of  services.  We  anticipate  that  similar  allevia- 


tion in  the  crime  rates  will  occur  in  Macon,  Colum- 
bus and  Savannah  as  significant  numbers  of  patients 
enter  treatment  in  our  centers  in  those  cities. 

Other  indications  of  the  impact  of  the  program 
include  a drop  in  the  heroin  overdose  deaths  in 
Atlanta — 17  in  the  first  nine  months  of  1971,  none 
in  the  last  three  months  of  the  year.  While  a more 
subjective  measure,  but  perhaps  equally  significant, 
are  the  reports  from  addicts  themselves  that  the 
amount  of  heroin  being  used  in  the  state  is  dimin- 
ishing now  that  so  many  addicts  are  in  treatment 
and  perhaps  most  important  that  substantially  fewer 
new  people  are  starting  on  heroin  as  compared  to 
six  months  ago.  The  purity  of  heroin  on  the  streets 
of  Atlanta  has  dropped  from  12  per  cent  to  2.8  per 
cent. 

It  is  hard  to  tell  how  effective  the  program  will 
be  in  the  long  run,  but  based  on  the  results  of  the 
first  year’s  operation,  we  feel  that  we  can  be  cau- 
tiously optimistic  about  coming  to  grips  with  the 
heroin  addiction  problem  in  Georgia. 
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It  is  a misconception  that  halogen  atoms 
are  responsible  for  the  toxic 
manifestations. 


Drugs  Containing  Halogen  Atoms:  Toxicity 

and  Lack  of  Toxicity* 

JOHN  ADRIANI,  M.D.*  and  WILLIAM  M.  YARBROUGH,  M.D.,  JSew  Orleans,  La. 


PJefatotoxicity  associated  with  the  use  of  halo- 
thane  and  methoxyflurane  is  receiving  widespread 
publicity  and  becoming  a matter  of  increasing  con- 
cern to  surgeons  and  internists,  as  well  as  anesthe- 
tists. The  mere  mention  of  the  term  “halogenated” 
in  reference  to  drugs  implies  toxicity  and,  usually, 
hepatotoxicity  to  many  persons.  This  implication  is 
erroneous  because  many  classes  of  drugs  that  have 
actions  other  than  depression  of  the  central  nervous 
system  and  are  not  used  for  anesthesia  have  halogen 
atoms  incorporated  into  their  structure,  yet  few  pos- 
sess the  types  of  toxicity  characteristic  of  the  halo- 
genated hydrocarbons  and  ethers. 

Effects  of  Halogenation 

Halogenation  of  many  compounds  usually  in- 
creases pharmacologic  activity  and  potency  and,  in 
many  cases,  toxicity.  In  other  cases  it  may  increase 
both  toxicity  and  decrease  potency,  and  in  others, 
toxicity  is  decreased  and  potency  is  increased.  In 
the  case  of  central  nervous  system  depressants,  po- 
tency and  toxicity  increase;  volatility  and  flam- 
mability decrease.  The  halogens  are  four  in  num- 
ber: fluorine,  chlorine,  bromine,  and  iodine.  The 
lightest  and  most  active  chemically  is  fluorine,  the 
molecular  weight  and  activity  increasing  with  each 
as  listed. 

Halogenated  drugs  used  for  anesthesia  or  hypnosis 
fall  into  two  groups,  the  volatile  and  the  nonvola- 
tile. The  volative  compounds  are  used  for  inhala- 
tion anesthesia.  These  are  straight-chained  hydro- 
carbons or  ethers.  They  produce  surgical  anesthesia, 
loss  of  reflex  activity,  and  varying  degrees  of  muscle 

* From  Department  of  Anesthesia,  Charity  Hospital,  and  Depart- 
ment of  Surgery,  Louisiana  State  University  School  of  Medicine,  New 
Orleans,  Louisiana.  Presented  at  the  118th  Annual  Session,  Medical 
Association  of  Georgia,  May  11-14,  1972,  Macon,  Ga. 


relaxation.  The  cyclic  organic  halogenated  com- 
pounds are  not  anesthetic.  The  volatile  compounds, 
on  the  whole,  are  inclined  to  be  cardiotoxic  and 
hepatotoxic,  while  the  nonvolatile  are  not.  Presently 
available  halogenated  hydrocarbon  and  ether  anes- 
thetics include  chloroform,  which  is  practically  ob- 
solete, halothane,  trichloroethylene  (Trilene),  meth- 
oxyflurane (Penthrane),  and  fluroxene  (Fluoro- 
mar) . 

The  nonvolatile  compounds  include  straight-chain 
alcohols  and  aldehydes,  such  as  trichloroethanol, 
tribromoethanol,  ethchlorvynol,  chloral,  chloretone, 
and  certain  cyclic  derivatives  such  as  the  barbit- 
urates and  substituted  ureas,  various  psychoseda- 
tives (tranquilizers)  such  as  the  phenothiazines 
(chlorpromazine,  Vesprin),  and  chlordiazepoxide 
(Librium).  The  hepatotoxicity  and  cardiotoxicity 
that  characterize  the  hydrocarbons  and  ethers  are 
seldom  attributes  of  the  halogenated  nonvolatile 
hypnotics  and  sedatives. 

As  a general  rule,  chlorination  and  bromination 
increase  the  potency  and  toxicity  of  both  volatile 
and  nonvolatile  compounds,  but  this  is  more  evi- 
dent with  the  volatile  inhalation  anesthetics  than  the 
nonvolatile.  Bromination  and  chlorination  of  hydro- 
carbons increase  potency  and  toxicity  and  reduce 
volatility  and  flammability.  Halogenation  with 
chlorine,  bromine  or  iodine  generally  decreases  sta- 
bility; fluorination  increases  stability.  lodinated  com- 
pounds are  impotent  as  central  nervous  system  de- 
pressants. They  are  used  as  germicides  or  in  contrast 
media.  Fluorine  alone  may  reduce  narcotic  potency 
in  a hydrocarbon  or  ether.  In  some  cases  it  may  con- 
vert it  into  a convulsant  (fluoroether).  Chlorine  or 
bromine  or  both  are  usually  present  on  the  molecule 
of  an  effective  compound.  Halogenated  compounds 
are,  as  a rule,  less  stable  in  the  body  than  the  parent 
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hydrocarbon  or  ether  and  are  more  apt  to  be  metabo- 
lized. The  nonvolatile  halogenated  drugs  are  metabo- 
lized. The  chief  characteristic  of  the  halogenated 
hydrocarbons  and  ethers  that  has  led  to  their  wide- 
spread use  is  their  lack  of  flammability.  Their  draw- 
backs and  propensity  for  producing  adverse  side 
effects  have  been  minimized  because  emphasis  has 
been  placed  on  the  lack  of  flammability. 

The  greater  degree  of  toxicity  of  the  halogenated 
volatile  hydrocarbons  and  ethers  may  be  due  to  the 
fact  that  they  are  less  stable  in  the  body  than  their 
non-halogenated  counterparts  and  therefore  under- 
go a greater  degree  of  biotransformation.  The  pos- 
sibility that  metabolites  may  cause  tissue  injury  or 
sensitization  cannot  be  disregarded.  Trichloroethyl- 
ene, for  example,  is  metabolized  in  the  liver  to 
trichloroethanol,  which  is  excreted  as  trichloroace- 
tic acid.  These  metabolic  products  do  not  appear  to 
injure  the  tissues.  As  much  as  10  per  cent  of  the 
total  of  an  inhaled  quantity  is  excreted  in  this  man- 
ner. This  excretion  requires  several  days.  Halo- 
thane  likewise  undergoes  biotransformation  in  the 
body,  and  quantities  varying  from  10-20  per  cent 
may  undergo  breakdown  in  the  microsomes  of  the 
liver.  The  end  product  of  biodegradation  of  halo- 
thane  is  trifluoroacetic  acid,  which  is  excreted  into 
the  urine.  There  is  some  conjecture  that  some  in- 
termediate metabolite  may  be  responsible  for  liver 
necrosis. 

Types  of  Toxicity 

Although  cardiotoxicity  and  hepatotoxicity  seem 
to  be  emphasized,  other  types  of  toxicity  may  result 
from  halogenated  compounds.  Nephrotoxicity  and 
neurotoxicity,  though  less  frequent,  likewise  occur. 
Cutaneous  lesions  may  also  occur.  These  may  be  a 
manifestation  of  either  local  irritation  or  allergy. 
In  many  cases  cutaneous  toxicity  is  due  to  excre- 
tion of  bromine  or  iodine  through  the  sweat  glands, 
which  causes  a chemical  dermatitis.  The  gastroin- 
testinal tract,  bladder  and  lungs  may  be  adversely 
affected  by  halogenated  drugs  or  impurities  in  them 
or  their  metabolites  more  rarely  than  the  afore- 
mentioned organs.  These  reactions  occur  on  the  mu- 
cous membrane  and  are  due  to  local  irritation. 

Cardiotoxicity 

The  cardiotoxicity  of  ethers  and  hydrocarbons  is 
transient  and  disappears  as  soon  as  the  agent  is 
eliminated.  No  permanent  injury  results.  All  anes- 
thetics cause  some  degree  of  myocardial  depression 
but  the  halogenated  hydrocarbons  as  a class  and,  to 
some  extent,  the  ethers,  cause  a greater  degree  of 
depression  of  the  myocardium  than  their  non-halo- 


genated counterparts.  In  addition,  they  cause  sen- 
sitization of  the  pacemaker  tissues.  The  sensitiza- 
tion is  augmented  by  an  increase  in  arterial  carbon 
dioxide  tension,  a concomitant  use  of  catecholamines 
(epinephrine,  norepinephrine  or  levarterenol),  or  an 
increase  in  autonomic  nervous  system  activity.  The 
effect  on  the  pacemaker  cells  likewise  is  reversible 
and  disappears  when  the  agent  is  eliminated. 

The  myocardial  depression  is  characterized  by  a 
decrease  in  contractility,  a decrease  in  the  rate  of 
depolarization  of  the  myocardial  cells,  and  other 
changes.  The  end  result  of  myocardial  depression  is 
a reduction  in  cardiac  output,  a decrease  in  blood 
pressure  and  prolonged  circulation  time.  An  increase 
in  venous  pressure  may  occur  because  the  heart 
does  not  completely  eject  the  blood  that  is  returned 
to  it.  Overdosage  usually  causes  asystole.  Ventricular 
fibrillation  is  uncommon  in  man  with  the  currently 
used  halogenated  compounds  unless  used  with  the 
catecholamines. 

The  arrhythmias  may  occur  spontaneously,  par- 
ticularly at  deeper  levels  of  anesthesia.  They  occur 
more  often  when  ventilation  is  not  adequate  or  when 
other  drugs  are  used  in  conjunction  with  the  anes- 
thetics, such  as  the  catecholamines  and  vasopres- 
sors, particularly  those  that  cause  vagal  stimula- 
tion— methoxamine  (Vasoxyl),  phenylephrine  (Neo- 
Synephrine).  Various  arrhythmias  may  occur  dur- 
ing induction.  These  are  vagal  in  origin  and  are 
mediated  via  the  vagus  nerves  which  subserve  the 
receptors  in  the  upper  respiratory  passages.  These 
are  characterized  most  often  by  bradycardia,  bigem- 
iny,  or  premature  beats.  The  impulses  pass  from 
the  mucosal  receptor  to  the  medulla  and  are  then 
relayed  to  the  heart  via  the  cardiac  vagus  nerves. 
This  type  of  arrhythmia  may  be  avoided  or  coun- 
teracted by  adequate  doses  of  atropine. 

Hepatotoxicity 

The  hepatotoxicity  associated  with  halogenated 
drugs  is  not  confined  principally  to  straight-chain 
anesthetic  compounds  or  solvents.  Hepatotoxicity 
that  characterizes  the  hydrocarbons  and  ethers  sel- 
dom is  an  attribute  of  halogenated  nonvolatile  hyp- 
notics and  sedatives.  The  hepatotoxicity  associated 
with  halogenated  volatile  anesthetics  may  be  of  vari- 
ous types  due  to  the  following  causes ; ( 1 ) A direct 
toxic  effect  on  the  hepatic  cells.  (2)  Secondary  or 
remote  effects;  that  is,  secondary  to  hypotension, 
anoxia,  nutritional  deficiencies,  etc.  (3)  Allergic  re- 
actions. These  are  also  termed  “sensitivity  reac- 
tions.” (4)  Interaction  with  other  drugs  or  their 
metabolites  taken  for  prior  therapy  which  are  also 
hepatotoxic,  and  the  anesthetic.  (5)  Activation  of 
latent  or  enhancement  of  a subclinical  viral  infec- 
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tion  of  the  liver.  (6)  Toxicity  due  to  the  drugs 
other  than  the  anesthetic  drug. 

Nephrotoxicity 

Nephrotoxicity  from  anesthetics  due  to  direct  ac- 
tion on  the  renal  tissues  is  rare  indeed.  Decrease  of 
renal  function  occurs  during  anesthesia  but  this  is 
functional  and  reversible;  no  permanent  injury  re- 
sults. Nephrotoxicity  or  renal  dysfunction  of  patho- 
logic origin  has  been  reported  principally  with  meth- 
oxyflurane.  Fluorinated  by-products  and  the  fluoride 
ion,  liberated  by  biodegradation,  are  believed  to 
cause  the  renal  tubular  injury.  The  degree  of  in- 
jury to  the  kidney  appears  to  be  dose  related.  The 
deeper  the  level  of  anesthesia,  the  longer  its  admin- 
istration, the  greater  the  likelihood  of  its  occurrence. 
Methoxyflurane  is  the  most  fat  soluble  of  the  in- 
halation anesthetics  and  remains  in  the  adipose 
tissues  for  many  days,  from  which  it  is  slowly  re- 
leased and  metabolized.  Its  presence  in  the  body  for 
such  a long  time  contributes  to  its  propensity  for 
being  nephrotoxic.  This  syndrome  has  been  referred 
to  as  “high  output  renal  dysfunction.”  The  concen- 
trating power  of  the  distal  tubules  is  diminished  and 
the  tubules  do  not  respond  to  the  antidiuretic  hor- 
mone. The  syndrome  is  reversible.  The  National  Re- 
search Council  Committee  on  Anesthesia  has  re- 
viewed the  available  data  and  is  unwilling  to  con- 
cede that  the  drug  is  primarily  responsible  for  the 
syndrome  from  the  data  available  to  date.  They 
recommend  that  the  drug  still  be  made  available 
and  more  definitive  evidence  be  obtained  before 
drawing  any  conclusions. 

Bleeding  into  the  renal  tubules  due  to  distur- 
bances of  the  clotting  mechanisms  in  cases  of  direct 
hepatic  injury  from  a drug  such  as  chloroform  and 
carbon  tetrachloride  may  also  occur.  This  obviously 
is  an  indirect  action  rather  than  a direct  one  of  the 
anesthetic. 

Certain  non-anesthetic  halogenated  compounds 
exert  a direct  toxic  effect  on  renal  cells  themselves. 
Some  solvents  and  certain  contrast  media  contain- 
ing iodine  are  also  responsible  for  this  type  of  tox- 
icity. The  incidence  of  nephrotoxicity  due  to  anti- 
biotics is,  relatively  speaking,  high  and  dwarfs  the 
renal  difficulties  due  to  other  drugs. 

Neurotoxicity 

Neurotoxicity  may  result  from  the  breakdown  of 
some  volatile  halogenated  hydrocarbons  within 
the  body.  The  one-carbon  compounds  form  methyl 
alcohol,  which  is  then  oxidized  to  formaldehyde  and 
formic  acid,  which  are  neurotoxic.  Various  types  of 
neuritis,  including  blindness,  may  result. 

Certain  agents  may  be  impure  or  undergo  de- 
composition during  their  administration.  These 


breakdown  products  cause  neuritis  and  palsies.  This 
type  of  reaction  may  follow  the  use  of  trichloro- 
ethylene. Trichloroethylene  exposed  to  the  alkali  in 
canisters  of  anesthesia  apparatus  is  converted  to  di- 
chloracetylene,  which  is  both  neurotoxic  and  has  a 
tendency  to  be  explosive.  Although  all  the  cranial 
nerves  may  be  affected,  the  fifth  is  the  most  sus- 
ceptible. Bilateral  anesthesia  of  the  face  has  re- 
sulted. The  breakdown  to  trichloracetylene  occurs 
slowly.  The  toxic  compound  accumulates  in  the 
soda  lime  or  baralyme.  The  patient  being  anesthe- 
tized with  trichloroethylene  may  suffer  no  ill  effects. 
The  patient  anesthetized  subsequently,  even  though 
another  agent  is  used,  may  inhale  the  decomposi- 
tion products  and  develop  neuritis.  This  type  of  neu- 
ritis is  usually  transient  and  lasts  for  six  or  seven 
weeks,  or  even  longer.  An  alleged  specific  action 
of  trichloroethylene  on  the  fifth  nerve,  cranial  nerve, 
was  reported  many  years  ago  but  this  is  now  be- 
lieved to  have  been  caused  by  impure  trichloro- 
ethylene. Neurotoxicity  does  not  result  from  the 
breakdown  products  of  trichloroethylene,  namely, 
trichloroethanol  and  trichloracetic  acid,  however. 
Hexachlorophene  (pHisoHex)  is  a halogenated  non- 
anesthetic benzene  compound  used  as  an  anesthetic 
and  germicide  and  may  be  neurotoxic  if  absorbed 
in  large  amounts. 

Miscellaneous  Toxic  Reactions 

Some  halogenated  hydrocarbons  used  principally 
as  solvents  may  produce  miscellaneous  toxic  reac- 
tions. Pulmonary  irritation  may  be  caused  by  im- 
purities in  some  volatile  halogenated  anesthetics. 
Phosgene,  a breakdown  product  found  in  chloro- 
form, trichloroethylene,  and  a number  of  other  agents 
may  cause  pulmonary  irritation.  Phosgene  vapor  is 
nonirritating  and  easily  inhaled  but  is  converted  to 
hydrochloric  acid  and  carbon  dioxide  when  it  comes 
into  contact  with  water  in  the  alveoli.  The  hydro- 
chloric acid  causes  injury  to  the  lung  parenchyma 
and  pulmonary  edema  results.  Experimental  pul- 
monary edema  can  be  produced  in  animals  by  ad- 
ministering phosgene.  Certain  halogenated  com- 
pounds may  exert  a direct  toxic  effect  on  the  epi- 
thelial cells  of  the  lungs  and  gastrointestinal  tract. 
Carbon  tetrachloride  and  related  hydrocarbons  used 
as  vermifuges  may  act  in  this  manner.  The  halo- 
genated ethers  are  lacrimators  and  have  been  used 
in  formulations  for  tear  gases. 

Hepatotoxicity  and  cardiotoxicity,  including  both 
myocardial  depression  and  sensitization  of  the  con- 
ducting tissues  due  to  nonvolatile  halogenated  drugs 
such  as  chloral,  ethchlorvynol  or  tribromoethanol 
are  rare.  Tribromoethanol  (Avertin),  widely  used 
years  ago  for  rectal  anesthesia,  was  neither  cardio- 
toxic  nor  hepatotoxic.  Chloral  hydrate,  which  is  still 


OCTOBER  1972,  Vol.  61 


349 


TOXICITY  / Adriaiii,  Yarbrough 

used  as  a hypnotic,  lacks  this  type  of  toxicity  al- 
though once  it  was  said  to  be  cardiotoxic.  This  is 
now  known  not  to  be  correct  unless  overdosage 
occurs.  Ethchlorvynol  (Placidyl),  a hypnotic,  like- 
wise is  not  cardiotoxic  or  hepatotoxic.  The  pheno- 
thiazines  (chlorpromazine)  are  hepatotoxic  to  vary- 
ing degrees  but  this  applies  to  both  the  halogenat- 
ed  and  non-halogenated  types  of  these  drugs. 

Toxicity  Associated  with  Halothane 

The  hepatotoxicity  following  the  use  of  halothane 
has  received  and  is  receiving  more  attention.  Halo- 
thane, unlike  chloroform  and  other  compounds,  is 
not  directly  toxic  to  the  liver  cells.  It  is  now  felt  that 
the  hepatic  changes,  if  indeed  they  are  due  to  halo- 
thane, are  actually  due  to  sensitization  rather  than 
to  direct  hepatotoxicity.  This  belief  is  based  upon 
the  fact  that  often  the  hepatitis  is  accompanied  by 
urticarial  rash  and  eosinophilia  and  occurs  after 
multiple  rather  than  single  exposures.  Low  titers  of 
antibodies  acting  on  the  mitochondria  have  been 
reported;  however,  these  tests  are  still  investigative 
and  their  usefulness  remains  open  to  question.  Since 
the  lesions  frequently  resemble  those  caused  by 
viruses,  viral  infections  are  incriminated  and  it  has 
been  difficult  to  rule  out  this  possibility.  The  recent 
discovery  of  the  Australian  antigen,  the  presence  of 
which  is  evidence  that  serum  contains  the  virus 
that  causes  serum  homologous  jaundice,  has  been 
hailed  as  a valuable  diagnostic  tool.  The  absence  of 
the  Australian  antigen  was  assumed  to  be  presump- 
tive evidence  that  halothane  is  responsible  for 
the  hepatitis  following  the  use  of  the  agent,  and  not 
a virus;  however,  it  has  now  been  shown  that  tests 
for  the  Australian  antigen  may  be  misleading.  The 
concentration  of  virus  causing  viral  hepatitis  in  the 
blood  may  be  too  low  to  give  a positive  response  in 
as  many  as  30  per  cent  of  the  cases.  The  test 
therefore  may  be  erroneously  assumed  to  be  nega- 
tive when  actually  the  virus  was  present.  Thus,  a 
patient  may  have  a subclinical  type  of  hepatitis  which 
may  be  aggravated  during  the  operation  under  halo- 
thane anesthesia.  Lymphocytic  stimulation  has  been 
reported  to  occur  after  halothane  anesthesia  and 
likewise  is  a characteristic  which  suggests  that  hep- 
atotoxicity is  due  to  some  type  of  sensitization  re- 
action. 

Hepatitis  from  Halothane 

Factors  in  favor  of  the  hypothesis  that  halothane 
causes  hepatitis  are : ( 1 ) It  is  a volatile  halogenated 
hydrocarbon  and  therefore  belongs  to  a group  of 
chemicals  known  to  have  a propensity  to  cause 
hepatotoxicity.  (2)  Ten  per  cent  or  more  of  the 


agent  undergoes  breakdown  in  the  body  and  the 
metabolite  may  be  toxic  to  the  liver  cells  or  act  as 
the  triggering  agent  to  arouse  a dormant  or  sub- 
clinical  state  of  hepatitis.  (3)  Sensitivity  phenomena, 
such  as  fever,  eosinophilia,  skin  rashes,  precede  the 
onset  of  the  hepatitis.  It  has  occurred  in  patients  in 
whom  nothing  more  was  done  than  to  administer 
the  anesthetic  and  the  usual  premedication.  In 
some  cases  this  has  occurred  in  performing  minor 
surgical  procedures  in  patients  rated  as  “Class  A.” 
The  factors  that  strongly  suggest  that  the  hepatic 
lesions  associated  with  halothane  are  not  due  to  the 
agent  are:  (1)  The  incidence  of  hepatitis  and  jaun- 
dice is  relatively  low  in  relation  to  the  total  number 
of  individuals  anesthetized  with  the  agent.  (2)  Nei- 
ther the  incidence  nor  the  severity  are  dose  related. 
(3)  The  time  of  onset  or  period  of  incubation  is 
variable  and  unpredictable  and  is  not  short,  as  in 
the  case  of  chloroform,  which  is  directly  hepato- 
toxic. (4)  The  lesions  are  not  specific  and  incon- 
stant and  in  no  way  resemble  those  due  to  chloro- 
form, carbon  tetrachloride  or  other  drugs  that  are 
direct  acting.  They  resemble  hepatic  injury  due  to 
other  drugs  or  viruses.  (5)  The  lesions  are  not  re- 
producible in  animals,  as  is  the  case  with  halogenat- 
ed agents  that  are  directly  hepatotoxic.  (6)  The  le- 
sions are  less  common  after  multiple  rather  than 
single  exposures.  (7)  Though  manifestations  do  not 
resemble  those  observed  in  classical  types  of  allergy, 
such  as  hay  fever,  asthma,  eosinophilia,  fever  and 
syndromes  resembling  serum  sickness  may  accom- 
pany or  precede  the  hepatitis. 

Summary 

Halogenated  hydrocarbons  and  ethers  used  for 
anesthesia  or  solvents  are  capable  of  causing  liver 
injury.  This  creates  the  misconception  that  halogen 
atoms  are  responsible  for  toxic  manifestations.  Nu- 
merous classes  of  drugs,  most  of  them  with  phar- 
macologic effects  other  than  central  nervous  system 
depression  have  halogen  atoms  incorporated  in  their 
molecules,  but  are  devoid  of  toxicity  characteristics 
of  the  anesthetic  drugs. 

Lack  of  flammability  of  halogenated  hydrocar- 
bons and  ethers  has  led  to  their  adoption  and 
widespread  use  despite  their  propensity  for  cardiac 
and  hepatotoxicity.  This  is  unjustifiable. 

1542  Tulane  Avenue  70140 
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HIGHLIGHTS  OF  EXECUTIVE  COMMITTEE  OF  COUNCIL 

Sunday,  August  13,  1972 


Committee  Conclave:  Received  reports  and  recom- 
mendations from  Chairmen  of  22  MAG  Committees. 
One  hundred  and  fifteen  MAG  members  and  guests 
participated  in  the  1972  Conclave. 

Finance:  Appropriated  $100  to  assist  in  defraying 
expenses  of  AAMSE  meeting,  September  11-12,  1972, 
Atlanta.  Authorized  signing  contract  in  the  amount  of 
$1,850  for  partitioning  of  space  in  the  MAG  Head- 
quarters office  to  be  used  by  EMCRO  staff.  Voted  to 
appeal  ad  valorem  property  tax  appraisal  of  MAG 
Headquarters  Building. 

Appointments:  (MAG-GSNA)  Joint  Practice  Com- 
mittee: President,  F.  W.  Dowda;  President-Elect, 

C.  Emory  Bohler;  1st  Vice  President,  Braswell  E. 
Collins;  Secretary,  Earnest  C.  Atkins.  Nominees  to 
State  Clinical  Laboratory  Blood  Banks  and  Tissue 
Bank  Committee:  Robert  E.  Perry,  Jr.,  Brunswick; 
John  T.  Godwin,  Atlanta;  Hugh  V.  Bell,  Jr.,  East 
Point;  W.  Frank  Matthews,  Decatur;  Hamil  Murray, 
Gainesville;  Hans  J.  Peters,  Columbus.  Nominated  to 
Special  Council  on  Family  Planning:  Eugene  L.  Grif- 
fin, Atlanta;  Luella  M.  Klein,  Atlanta.  GRMP  Ad- 
visory Group:  First  District  Alternate,  Leon  Curry, 
Metter;  Sixth  District  Alternate,  Robert  Copeland, 
LaGrange. 


Board  of  Human  Resources:  Approved  sending 
MAG  liaison  representative  to  each  Board  Meeting. 

Medical  Disciplinary  Board:  Requested  legal  coun- 
sel to  present  in  September  a cost  estimate  of  legal 
work  required  to  investigate  other  states  and  prepare 
bill. 

MAG  Headquarters  Office:  Approved  hiring  of  leg- 
islative representative  contingent  on  results  of  con- 
tinued negotiations  and  review  of  references. 

Area  Planning  and  Development  Councils:  Au- 
thorized mailing  to  Council  requesting  nominees  for 
MAG  Medical  Advisors  in  each  APDC  area  to  be  ap- 
pointed at  September  Council  Meeting. 

Georgia  Medical  Care  Foundation:  Reviewed  new 
Foundation-Medicaid  contract.  Received  report  on  de- 
velopment of  Foundation  activities  at  District  level. 
Requested  legal  counsel  to  study  whether  the  Foun- 
dation, as  a non-profit  corporation,  might  provide 
physician  billing  services. 

Access  to  Medical  Care:  President  Dowda  reported 
on  Foundation's  grant  request  to  GRMP  for  imple- 
mentation of  planning  for  “Felder  Resolution.” 

Next  Meeting:  September  23.  1972,  10:00  a.m.. 
The  Cloister,  Sea  Island. 
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The  low  rehospitalizatiori  rate  of  11.4 
per  cent  would  seem  to  endorse  the 
effectiveness  of  this  approach. 


A Twelve  Month  Review  of  the  Aftercare 
Clinic  Activities  in  Barrow  and 
Walton  Counties 

LUCIEN  B.  FLEURANT,  M.D.,  FAYE  M.  HICKS,  P.H.N., 

MARJORIE  A.  NORRIS,  P.H.N.,  ROSLYN  GOUGE,  P.H.N.,  and 
ANGELA  M.  MCKAY,  P.H.N.,  Athens 


X RADiTiONALLY,  an  Aftercare  Clinic  is  an  opera- 
tion where  patients,  discharged  from  a Mental  In- 
stitution, have  their  drugs  regulated.  These  patients 
are  largely  in  a state  of  psychotic  remission.  When 
we  started  the  Aftercare  Clinics,  we  wished  to  do 
more  than  the  traditional.  We  stated  as  our  overall 
objectives  the  development  of  improved  personal, 
emotional,  familial,  and  industrial  adaptation  for  the 
patients.  As  a corollary,  we  postulated  that  there  is 
no  one  in  the  community,  including  Central  State 
Hospital  patients,  who  is  incapable  of  furthering 
these  objectives.^’ 

Therefore  the  design  of  the  Aftercare  Clinics  in 
Walton  and  Barrow  was  and  is  to  promote  these  ob- 
jectives through  utilization  of  a consulting  psychia- 
trist coming  to  a given  clinic  for  a half-day  twice  a 
month.  Of  equal  significance  is  the  therapeutic 
role  of  the  Public  Health  nurses  affiliated  with  the 
Public  Health  County  Department.  Also  included 
are  the  Vocational  Rehabilitation  resources,  the 
members  of  the  local  Mental  Health  Association,  rep- 
resentatives of  the  Welfare  Department,  the  ministry, 
the  Police  Department,  Family  and  Children  Ser- 
vices, friends,  relatives  and  other  community  groups 
and  members. 

In  our  endeavors,  the  psychiatrist  and  the  Public 


The  review  encompasses  the  interval  from  December  1970  to 
December  1971.  The  experiences  of  both  clinics  are  presented  in 
composite  form. 

The  intent  of  the  article  is  (1)  to  comment  on  the  objectives  of 
the  Aftercare  Clinics  in  Walton  and  Barrow  counties;  (2)  to  survey 
the  multifaceted  treatment  modalities  offered  to  patients  eligible  for 
Aftercare  treatment,  that  is,  those  individuals  on  furlough  from 
Central  State  Hospital  in  Milledgeville,  Georgia.  (3)  We  will  also 
briefly  examine  the  statistical  outcome  of  the  Aftercare  endeavor. 
(4)  Finally,  it  is  hoped  that  from  this  paper  ideas  might  be  derived 
for  implementation  and  validation  or  refutation  in  other  counties. 


Health  nurses  endorsed  a co-therapeutic  motif  in 
the  application  of  all  treatment  modalities. 

As  to  the  patients  receiving  treatment,  one-third 
are  schizophrenic.  Most  of  the  other  two-thirds  had 
other  functional  psychotic  illnesses  or  reactions.  A 
small  proportion  became  psychotic  as  a conse- 
quence of  organic  brain  syndromes  from  various 
causes.  There  are  a few  mental  retardates,  persons 
dependent  on  drugs,  alcoholics  and  a few  neurotics. 

There  follow  descriptions  of  the  various  treat- 
ment modalities  applied  by  the  Aftercare  staff  to 
reach  our  objectives. 

Group  Therapy 

Two  motives  prompted  the  choice  of  the  group  ap- 
proach as  the  principal  therapeutic  instrument:  a 
practical  and  a theoretical  one. 

On  the  practical  side,  more  patients  could  be 
seen  at  one  time.^  Our  groups  generally  last  one 
hour  and  15  minutes.  Under  other  circumstances 
five  patients,  at  the  most,  would  receive  a brief  in- 
terview by  a psychiatrist  and  obtain  a prescrip- 
tion for  tranquilizers  or  mood  elevators.  In  con- 
trast, by  using  a group,  10  patients  can  be  seen  for 
that  period  of  time.  Another  practical  consideration 
was  that  the  patient  can  receive  follow-up  care  every 
three  months  rather  than  the  usual  six  months. 
There  can  be  more  therapist-patient  exposure.  Of 
course,  during  a psychological  crisis,  patients  are  seen 
more  frequently  on  an  individual,  group  or  family 
basis. 

On  the  theoretical  side,  utilization  of  groups  as 
the  main  treatment  modality  was  encouraged  by  its 
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enhanced  rehabilatory  effect  as  demonstrated  in 
studies  comparing  the  therapeutic  use  of  psycho- 
tropic drugs  alone  as  against  the  more  beneficial 
combination  of  pharmacotherapy  and  psychothera- 
py.®’ ® Our  groups  are  therapeutic  for  our  goal  is 
to  engender  change. 

The  very  fact  that  patients  assemble  in  a group 
and  begin  to  talk  is  for  the  great  majority  of  them  a 
change.^^ 

The  patient  population  is  drawn  primarily  from 
rural  areas.  Of  itself  this  fact  lends  to  isolation. 
Apart  from  the  inherent  insularity  of  rural  life,  to 
someone  recently  discharged  from  Central  State  Hos- 
pital, the  isolation  can  afford  a seemingly  desirable 
escape.  Though  recovered  from  the  florid  manifesta- 
tions of  the  illness,  the  patients  are  ashamed  and 
will  capitalize  on  the  isolation.  It  protects  them  from 
facing  and  resolving  the  social  problems  of  being 
an  ex-mental  patient.  However,  the  group  situation 
obliges  them  to  engage  in  a social  experience  within 
which  they  can  work  through  their  sense  of  un- 
acceptability. 

Additionally  there  is  the  opportunity  for  the 
therapists  to  employ  the  style  of  mobilizing  the 
group  members’  potential  for  growth  through  the 
prompts-reinforcement  technique . 

Sense  of  Community 

Within  each  group,  there  is  a spectrum  of  psy- 
chosocial normalcy  and  aberrancy.  We  strive  to 
elicit  expressions  of  normalcy,  i.e.  ego  strengths.  The 
internalization  of  these  traits  by  the  less  well- 
equipped  participants  is  thus  made  possible.  Though 
problem  sharing  is  not  discouraged,  more  impor- 
tance is  given  to  solving  problems  that  arise  in  ev- 
eryday life.  A sense  of  community  is  made  pos- 
sible.'^’ ® 

The  group  has  re-educative  goals  in  the  sense 
used  by  Wolberg.^^  Mental,  emotional  and  be- 
havioral disruption  is  viewed  merely  as  a way  of 
communicating  needs,  frustrations,  conflicts,  anxie- 
ties, shame  and  guilt.  Together  the  members,  patients 
and  therapists,  are  sources  of  interpretive  insights  into 
the  pre-conscious  factors  that  can  be  channeled  into 
adaptive,  behavioral  modes  rather  than  to  regressive 
ones.^“ 

Change  in  a patient  is  acknowledged  when  the 
person  is  more  capable  of  viewing  himself  and  oth- 
ers as  individuals;  when  he  can  be  more  flexible 
under  stress  and  can  seek  various  outlets  for  gratifi- 
cation. Change  is  the  recognition  of  capabilities  and 
limitations.  It  is  an  increased  level  of  activity  and 
productivity.  Basically  there  is  an  improved  sense  of 
self,  object  relationships,  sense  of  reality,  an  ability 
to  test  reality,  and  to  learn  from  experience,  both 
personal  and  from  others.  There  is  an  emphasis  on 


substituting  more  effective  defenses  in  place  of  more 
primitive  ones.  Sublimation  of  basic  drives  is  the 
ultimate  aim.“’  ® 

To  assess  a patient’s  progress,  a simple,  six  ques- 
tion, rating  inquiry  is  used.  Against  a background 
of  substantial  collateral  data  and  in  the  course  of  a 
group  session,  the  ensuing  questions  are  directly  and 
indirectly  asked:  (1)  How  is  the  patient  feeling? 
(2)  How  is  the  patient  getting  along  with  his  fam- 
ily, parental  and/or  marital?  (3)  Does  the  patient 
work:  either  at  home,  around  the  house  or  at  a job? 
(4)  Does  the  patient  visit  friends,  neighbors  and 
relatives  and  does  the  patient  have  friends  and  rela- 
tives visit  him?  (5)  What  does  the  patient  do  to 
have  fun?^  (6)  Is  the  patient  taking  the  medicine 
according  to  prescription?  (All  patients  are  told  the 
name  of  and  reason  for  their  drugs.) 

As  with  any  mental  health  agency  or  resource, 
there  is  always  the  built-in  pitfall  that  the  patient’s 
mental  health  will  become  dependent  on  his  associa- 
tion with  the  agency.  In  order  to  partly  avert  this 
kind  of  phenomenon,  we  are  experimenting  with  a 
second  kind  of  group  which  is  supervised  by  the 
psychiatrist,  but  is  directly  conducted  by  the  nurses.^ 
Depending  on  the  patients’  progress  in  this  second 
group  (so  far  the  results  are  impressive),  a third 
kind  of  group  will  be  instituted.  This  group  will  be 
composed  exclusively  of  patients. 

Family  Therapy 

The  family  proper  and  the  extension  of  the 
family  as  embodied  in  community  resources  are  also 
regarded  as  therapeutic,  that  is,  change  producing 
in  nature.  Customarily,  when  an  appointment  no- 
tice is  mailed  to  the  index  patient,  the  notice  bears 
the  request  that  the  patient  bring  his  or  her  family 
along  to  the  Aftercare  Clinic.  Patients  who  do  not 
respond  to  the  notice  are  sought  by  the  Public 
Health  nurses.  When  the  index  patient  group  meets, 
one  of  the  Public  Health  nurses  meets  with  the  fam- 
ily members  who  also  convene  as  a group.  The 
nurse  facilitates  ventilation  revolving  around  critical 
areas  of  patient-family  interaction.  This  has  proved 
very  helpful  to  the  patient  and  to  the  family.  Fol- 
lowing the  group  meetings,  should  the  need  arise, 
family  sessions  are  then  held.^ 

Individual  Therapy 

This  mode  is  generally  used  when  a crisis  emerges 
and  when  the  patient’s  personal  and  community  sta- 
bility is  in  jeopardy.  Oftentimes  individual,  group 
and  brief  family  therapy  are  combined.  Knowing 
how  useful  family  and  friends  can  be  when  the  pa- 
tient is  under  stress  every  effort  is  made  to  draw 
them  into  the  situation.  In  the  absence  of  relatives 
or  their  cooperation,  the  Public  Health  nurses  will 
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render  on-going  support  through  home  and  clinic 
visits.  These  contacts  frequently  take  on  the  form 
of  day  and  night  crisis  interventions. 

Community  Resources 

Depending  on  the  character  of  the  patient’s  needs 
all  available  community  resources  are  utilized.  There 
is  the  ceramic  shop.  Alcoholics  Anonymous  (only 
recently  established  in  one  county),  Senior  Citizens, 
church  groups.  Vocational  Rehabilitation,  Sheltered 
Workshop,  ministerial  counseling,  members  of  local 
Mental  Health  Associations,  etc. 

Statistics 

The  combined  patient  population  treated  at  both 
Walton  and  Barrow  counties  totalled  209.  This  figure 
does  not  include  the  immediate  family  and  other 
relatives  counseled  for  supportive  and  preventive 
purposes.  The  average  number  of  patient  visits  was 
four.  As  previously  indicated  the  majority  of  these 
patients  carry  a psychotic  diagnosis  with  a minority 
having  organic  brain  syndrome,  neurotic,  addictive 
and  MR  diagnoses.  From  December  1970  to  De- 
cember 1971,  11.4  per  cent  of  these  patients  were 
rehospitalized  one  or  more  times.  One  quarter  of 
them  were  alcoholics.  The  rest  were  rehospitalized 
because  of  the  exacerbation  of  psychotic  disorders. 

Couelusiou 

Though  the  staff  of  the  Aftercare  Clinics  en- 
tered upon  a project  with  strong  emphasis  on  the 
group  approach  with  some  misgivings,  this  modality 
has  proven  to  have  many  advantages  accruing  both 
to  the  patient  and  staff. 

Indeed  we  are  not  merely  maintaining  patients 
in  a post-discharge  condition.  As  displayed  both  in 
and  outside  the  groups,  we  are  helping  them  alter 
their  life  styles  to  more  fully  meet  their  needs.  In  ac- 
cordance with  criteria  listed  above  regarding  per- 
sonal, familial,  social  and  industrial  accommodations, 
approximately  40  per  cent  of  the  patients  have  made 
gains  in  these  spheres. 

The  combination  of  psychiatrist  and  Public 
Health  nurses  involving  themselves  concomitant- 
ly in  all  forms  of  treatment  has  had  for  us  an  edu- 
cational effect.  We  have  learned  from  our  successes 
as  well  as  from  our  failures.  The  professional  trans- 
actions have  been  especially  gratifying. 


The  low  rehospitalization  rate  (11.4  per  cent) 
amply  endorses  the  worth  of  the  approach.  Matched 
against  nationwide  data  for  the  rehospitalization  of 
post-mental-hospital  patients,  we  fare  quite  favora- 
bly. The  national  incidence  of  psychiatric  rehospitali- 
zation is  50  per  cent  for  a given  year  and  a given 
population.* 

Over  a period  of  12  months  of  development,  the 
Aftercare  Clinics,  with  increasing  rapprochement  to 
community  resources,  have  gradually  acquired  a res- 
ervoir of  experience.  The  clinics  are  also  becoming 
a center  from  which  appropriate  referrals  can  be 
made. 

We  like  to  believe  that  though  the  system  in  both 
counties  works,  a system  with  distinct  variations  ac- 
cording to  county,  we  also  like  to  believe  that  the 
patient’s  wants,  staff  experience  and  community  re- 
sources are  factors  that  will  continually  influence 
the  system.  We  want  to  keep  it  susceptible  to  change 
in  hopes  of  further  lowering  the  rate  of  rehospitali- 
zations. Of  greater  significance  is  our  desire  to  pro- 
vide a more  responsive  opportunity  for  the  patient 
to  change  in  the  interest  of  his  personal  gratifica- 
tion within  his  community. 

195  Arbor  View  Drive  30601 
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This  unusual  hazard  of  dog  shearing  has 
previously  been  reported  in 
sheep  shearers. 


Pneumonic  Tularemia  Following  the 

Shearing  of  a Dog 

CHARLES  T.  RUMBLE,  M.D.,  Forsyth 


On  June  3,  1970,  a 14-year-old  boy  assisted  in 
the  shearing  of  a German  shepherd  dog.  On  June  6 
he  developed  fever  and  was  seen  by  a physician, 
who  found  some  throat  infection.  The  physician  pre- 
scribed 500  mgm.  t.i.d.  of  penicillin,  for  10  days. 

Fever  continued  and  was  associated  with  anorex- 
ia. When  he  was  brought  to  me  for  examination  on 
June  12,  1970,  he  had  a fever  of  100.4  and  normal 
P.E.,  except  for  slight  throat  infection.  I suggested 
that  he  finish  the  penicillin  and  be  observed  for  any 
changes  in  symptoms,  etc. 

Fever  continued  and  when  I saw  him  on  June  20, 
1970,  he  had  developed  some  cough  and  substernal 
discomfort.  His  temperature  was  100.0,  he  had  had 
no  dyspnea  nor  pleuritic  pain  and  again  his  P.E.  was 
normal — no  rales,  suppression  of  breath  sounds, 
nor  anything  else.  A C.B.C.  revealed  14.1  gm.  Hb., 
10,350  W.B.C.  with  70  P.,  20  L.,  4 M.,  4 E., 
2 stabs,  and  ample  platelets. 

The  following  day  his  mother  called  to  report  a 
temperature  of  104.5  and  a rash  that  was  said  to 
be  red,  which  would  not  blanch  on  pressure.  He 
was  admitted  to  the  hospital,  but  the  rash  which  I 
had  assumed  petechial  was  maculo-papular  on  lower 
legs,  forearms  and  glabrous  skin  of  chest.  Again, 
the  remaining  P.E.  was  normal.  A work-up  for  pyrex- 
ia of  unknown  origin  was  started,  with  blood  cul- 
tures, chest  x-ray,  chemical  profile,  febrile  aggl., 
blood  count,  and  urinalysis. 

Chest  x-ray  showed  a soft  infiltrate  in  the  right 


upper  lobe — no  effusion  nor  hilar  mediastinal  ade- 
nopathy. This  was  interpreted  as  being  either  T.B.  or 
pneumonia.  A subsequent  T.B.  skin  test  was  nega- 
tive. 

Anaerobic  and  aerobic  blood  cultures  were  nega- 
tive. Aggl.  showed  Proteus  0 X 19  positive  1:40  and 
Tularemia  positive  1:160.  The  W.B.C.  had  dropped 
to  6,400. 

He  was  placed  on  Tetracycline  500  mgm.  q.  6 
hours,  and  temperature  was  normal  within  48  hours. 
Fever  did  not  return. 

The  patient  was  sent  home  on  Tetracycline  in 
reduced  dose  and  chest  x-ray  and  febrile  aggl.  were 
repeated  in  two  weeks.  X-ray  showed  some  im- 
provement in  the  pneumonia,  with  no  cavitation 
seen.  The  aggl.  still  showed  Proteus  0 X 19  positive 
1:40,  but  the  Tularemia  titre  had  risen  to  1:5120. 

I assume  this  represents  the  inhalation  type  of 
pneumonic  tularemia  from  the  aerosol  of  tick  feces 
which  he  inhaled  while  shearing  the  dog.  This  type 
of  pneumonic  tularemia  has  been  reported  in  sheep 
shearers. 

Since  the  aggl.  titres  of  tularemia  sometimes  rise 
rather  slowly,  one  wonders  how  many  cases  of  “vi- 
ral pneumonia”  may  perhaps  be  this  same  type  of 
infection.  Also,  if  the  first  physician  had  happened 
to  give  a drug  to  which  the  infection  was  sensitive, 
this  diagnosis  would  not  have  been  made. 

Rumble  Road,  E.  31029 
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The  American  Medical 
Association  and  You 


WILLIAM  A.  SODEMAN,  M.D.,  F.A.C.P.,t  Philadelphia,  PaJ^ 


One  often  hears  the  questions  “What  does  the 
AMA  do  for  me?”  “Why  should  I be  part  of  or- 
ganized medicine  as  represented  by  the  AMA?” 
Answers  frequently  include  trite  cliches  which 
stamp  the  AMA  as  an  organization  apart  from  our 
personal  interests — it  attempts  to  control  numbers 
of  physicians;  it  opposes  basic  needed  reforms  in 
medical  practice;  it  is  not  responsive  to  public 
need,  etc.,  etc.  Although  such  statements  are  largely 
false,  they  do,  indeed,  convey  the  image  of  the 
AMA  as  basically  a political  organization.  Again, 
this  is  untrue.  Let  us  look  into  some  of  its,  the 
AMA’s,  activities. 

May  7,  1972,  was  the  125th  anniversary  of  the 
founding  of  the  AMA.  This  event  took  place  in  the 
hall  of  the  Academy  of  National  Sciences  of  Phila- 
delphia in  1847.  The  purposes  stated  were  “for  cul- 
tivating and  advancing  medical  knowledge;  for  ele- 
vating the  standard  of  medical  education;  for 
promoting  the  usefulness,  honor,  and  interests  of 
the  medical  profession;  for  enlightening  and  di- 
recting public  opinion  in  regard  to  the  duties,  re- 
sponsibilities and  requirements  of  medical  men;  for 
exciting  and  encouraging  emulation  and  concert  of 
action  in  the  profession;  and  for  facilitating  and 
fostering  intercourse  between  those  engaged  in  it.” 

In  essence  the  goals  set  by  the  founders  were 
primarily  to  increase  medical  knowledge,  to  im- 
prove medical  education,  and  to  further  medical 
ethics.  These  remain  the  fundamental  bases  for 
AMA  policy  and  action,  and  in  each  of  these 
areas  everyone  of  us  should  not  only  lend  support 
but  should  participate  to  ensure  those  benefits  to 
the  profession,  to  our  own  practices,  and  to  the  pub- 
lic. In  these  areas  what  does  the  AMA  do  for  us? 
Let  us  look  at  several  examples. 

In  the  furtherance  of  medical  knowledge,  the 
AMA  carries  out  a multiplicity  of  activities  to  the 
benefit  of  each  and  every  practitioner  in  the  United 
States.  The  Annual  Session  and  the  Clinical  Ses- 
sion are  two  of  the  most  important,  and  the  largest, 
of  continuing  education  endeavors.  There  is  “some- 


* Reprinted  from  THE  BULLETIN , American  College  of  Phy- 
sicians, Vol.  13,  no.  8,  pp.  405  and  420. 

■ President,  American  College  of  Physicians. 


thing  for  everybody” — internist,  surgeon,  dermatol- 
ogist, etc.  The  scientific  exhibits  are  an  education 
in  themselves,  and  alone  are  worth  attendance.  The 
meetings  supplement  and  do  not  substitute  for  spe- 
cialty society  meetings.  And  the  reverse  is  true.  In 
another  area  we  find  JAMA  and  the  constellation  of 
specialty  journals,  the  Archives  of  Internal  Medi- 
cine, Archives  of  Surgery,  etc.,  which  run  the  gamut 
of  all  specialties.  All  members  are  entitled  to  the 
JAMA  plus  a specialty  journal.  If  they  but  read 
both  of  these,  there  is  little  of  interest  which  they 
will  miss  in  their  field  of  practice. 

The  AMA  remains  the  country’s  greatest  “up- 
dater” in  medical  knowledge  and  along  with  the 
activities  of  the  ACP,  its  journals,  meetings  and 
courses,  can  keep  the  internist  well  abreast  of  the 
field. 

In  medical  education  generally,  the  AMA  has 
carried  the  responsibility  for  quality  standards 
since  its  founding.  In  1907  the  Council  on  Medical 
Education  was  established,  and  the  most  profound 
effect  in  raising  standards  of  medical  education  re- 
sulted from  the  Flexner  report  of  1910,  again  an 
AMA  activity  in  cooperation  with  the  Carnegie  Cor- 
poration. More  recently  the  AMA  has  justifiably 
shared  its  responsibilities  in  medical  education  with 
the  AAMC  at  undergraduate  level,  and  with  the 
various  specialty  societies  at  graduate  level.  Most 
recently  it  has  extended  these  efforts  with  other 
groups  into  allied  health  education  and  into  con- 
tinuing education.  It  has  spearheaded  the  develop- 
ment of  an  overall  Commission  on  Medical  Educa- 
tion, an  effort  resulting  from  the  Millis  Commission 
Report,  another  AMA  activity.  The  quality  of  the 
residencies  in  Medicine,  for  example,  have  been 
maintained  and  bettered  in  concert  with  the  ACP. 
The  quality  base  for  every  internist  who  has  gone 
through  such  a residency  rests  in  activity  of  the 
AMA  working  with  the  ACP  in  the  Residency  Re- 
view Committee.  Likewise  the  standards  and  qual- 
ity base  represented  by  the  American  Board  of  In- 
ternal Medicine  rest  on  similar  endeavors. 

Every  internist  who  has  evolved  through  these 
processes  owes  a debt  to  the  AMA  and  ACP  for 
the  quality  of  his  education  as  an  internist  and.  as 
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stated  above,  can  maintain  his  adequacy  through 
the  continuing  educational  activities  of  both  groups. 

Look  at  those  certificates  on  your  wall.  AM  A and 
ACP  are  responsible  for  your  having  them  there, 
and  for  their  meaning.  It  is  difficult  to  understand 
why  an  internist  does  not  insist  on  being  an  AMA 
member  as  he  should  insist  on  being  a part  of  the 
ACP. 

The  same  endeavors  described  above  maintain 
in  the  other  specialties  as  well  as  in  the  major 
fields  of  allied  health.  Most  recently  the  AMA,  in 
bringing  together  the  ACP,  ASIM,  and  AAFP,  es- 
tablished standards  for  education  of  the  Assistant  to 
the  Primary  Care  Physician  and  is  carrying  this  ac- 
tivity further  to  establish  examinations  for  certifica- 
tion of  such  individuals.  Again,  the  AMA  led  the 
way,  along  with  ACP,  in  establishing  these  educa- 
tional standards. 

These  are  but  a few  of  AMA  activities  which 
touch  the  internist  personally.  Such  endeavors  con- 
tinue. We  all  should  support  them  and  be  part  of 
them. 

In  the  field  of  ethics,  little  need  be  added  regard- 
ing AMA  activities.  It  has,  since  1847,  carried  the 


AMERICAN  RHEUMATISM 

A one  and  a half  day  scientific  meeting  of  the  Amer- 
ican Rheumatism  Association  Section  of  The  Arthritis 
Foundation  will  take  place  at  the  Pittsburgh  Hilton 
Hotel  on  December  8 and  9,  1972. 

On  Thursday,  December  7,  the  traditional  scien- 
tific workshops  of  one-half  day  each  will  be  presented. 
The  morning  session  is  entitled  “Virus  Induced  Trans- 
formation of  Normal  Cells:  Lessons  from  Cancer  Re- 
search.” In  the  afternoon  two  concurrent  sessions  will 
cover  “Genetic  Mucopolysaccharide  Storage  Diseases 
(Mucopolysaccharidoses)”  and  “The  Real  Collagen 
Diseases.”  Registration  fee  for  each  session  is  $25.00. 

An  innovation  (also  on  Thursday)  will  be  six  clin- 
ical postgraduate  seminars  on  arthritis,  directed  at 
practicing  physicians  and  conducted  by  distinguished 


load  in  this  field  for  all  of  us.  Seldom  do  we  think  of 
this  area  unless  it  touches  us  personally.  But  we 
never  know  when  this  will  happen,  and  if  it  does, 
the  AMA  is  there  to  help  adjudicate  our  problem. 

There  are  many  other  areas  related  and  unre- 
lated to  the  above  in  which  the  AMA  participates 
with  vigor  and  in  which  we  have  a personal  stake 
— matters  of  licensure,  the  current  difficulties  in 
malpractice  insurance,  other  medicolegal  problems, 
evaluation  of  drugs,  food  and  nutrition  services, 
mental  health  problems,  automotive  safety,  and  a 
host  of  others.  These  basic  functions  of  the  AMA 
are  not  generally  newsworthy  for  the  public;  the 
controversies  in  Washington  are.  And  these  basic 
functions  we  need,  individually  and  collectively.  We 
all  have  an  obligation  to  be  part  of  the  basic  func- 
tions of  AMA.  As  an  organization,  ACP  relates  to 
the  AMA  and  would  be  derelict  in  its  duties  if  it 
did  not;  as  individuals  we  are  also  derelict  if  we  do 
not  participate  as  members  of  the  AMA,  and  in 
turn  if  we  do  not  we  are  also  doing  a disservice  to 
ourselves. 

4200  Pine  Street  19104 


ASSOCIATION  MEETING 

leaders  in  the  field.  The  seminars  will  be  two  hours 
each  with  two  running  concurrently.  Registration  is 
limited  to  30  persons  per  seminar  and  the  fee  is 
$20.00  each.  Topics  are:  “Radiology  of  Rheumatoid 
Arthritis,”  “Laboratory  Techniques  in  Rheumatic  Dis- 
ease,” “The  Management  of  Septic  Arthritis,”  “The 
Examination  of  Renal  Involvement  in  Connective  Tis- 
sue Disease,”  “Ocular  Syndromes  in  Rheumatic  Dis- 
ease” and  “Office  Rehabilitation  in  Rheumatic  Dis- 
ease.” 

For  further  information  contact  Miss  Lynn  Bon- 
figlio.  Executive  Secretary,  American  Rheumatism  As- 
sociation Section,  The  Arthritis  Foundation,  1212  Av- 
enue of  the  Americas,  New  York,  New  York  10036. 
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J.  Frank  Walker— Mr.  Speaker 
of  the  House 

HEN  J.  Frank  Walker  of  Atlanta  takes  the  gavel  to  preside  over  the 
House  of  Delegates  at  the  American  Medical  Association  Clinical  session  next 
month  in  Cincinnati,  he  will  represent  Georgia’s  first  speaker  of  the  House.  Not 
since  J.  Edgar  Paullin  served  as  President  of  the  American  Medical  Association  in 
1943-1944  has  the  Georgia  delegation  had  so  powerful  a voice  in  the  affairs  of 
organized  medicine. 

Since  beginning  the  practice  of  radiology  in  1953,  Dr.  Walker’s  involvement 
with  organized  medicine,  civic,  religious  and  professional  affairs  has  been 
phenomenal. 

Beginning  in  1961,  he  was  speaker  of  the  Medical  Association  of  Georgia 
House  of  Delegates,  where  he  served  until  1968.  Since  1965,  he  has  been  a dele- 
gate to  the  American  Medical  Association.  In  1967,  he  served  as  Chairman  of  the 
Board  of  the  Fulton  County  Medical  Society  and  in  1969  was  installed  as  presi- 
dent of  that  society.  From  1969  until  June  1972,  he  has  been  Vice  Speaker  of 
the  House  of  Delegates  of  the  American  Medical  Association.  From  1962  to  1965, 
he  was  president  of  the  Fifth  District  Medical  Society.  He  is  a past  president  of  the 
Atlanta  Clinical  Society. 

Since  1961  he  has  served  as  Chairman  of  the  Committee  on  Legislation  of  the 
Medical  Association  of  Georgia  and  since  1971,  he  has  been  a director  of  the 
Georgia  Medical  Political  Action  Committee. 

He  is  President  of  Medical  Association  of  Georgia  Foundation,  a Delegate  to  the 
World  Medical  Association,  and  holds  an  appointment  as  clinical  associate  Profes- 
sor of  Radiology  at  Emory  University  School  of  Medicine. 

As  if  these  activities  were  not  a sufficient  contribution.  Dr.  Walker  has  served  as 
President  of  the  Atlanta  Radiological  Society,  President  of  the  Georgia  Radiological 
Society,  Chairman,  Board  of  Chancellors  American  College  of  Radiology  and  Presi- 
dent of  the  American  College  of  Radiology. 

He  has  served  as  President  of  the  Emory  Medical  Alumni  Association,  President 
of  the  Emory  University  National  Alumni  Association,  Board  of  Visitors  Emory 
University  and  Board  of  Counselors,  Oxford  College. 

He  serves  as  an  Elder  in  the  First  Presbyterian  Church  of  Atlanta  and  as 
President  of  the  Peachtree  Civitan  Club.  He  is  a member  of  the  Board  of  Direc- 
tors of  the  Atlanta  Convention  Bureau  and  is  a member  of  the  Atlanta  Rotary 
Club. 

The  above  listings  are  incomplete.  With  all  these  voluntary  activities,  Frank 
Walker  continues  to  carry  on  a full-time  radiologic  practice. 

Dr.  Walker  is  representing  our  state  and  our  doctors  in  the  finest  tradition.  He 
deserves  our  congratulations  and  our  continued  support.  Let  us  hope  that  his  ex- 
ample of  service  and  devotion  to  activities  over  and  beyond  the  basic  practice  of 
medicine  may  stimulate  many  of  us  to  go  that  extra  mile  toward  widening  our 
vistas  of  service  to  our  patients,  and  toward  the  betterment  of  our  honored  pro- 
fession. 

E.W. 
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PRESIDENT'S  LETTER 


MAGNET  Conference  Scheduled 

Seldom  is  there  a meeting  so  timely  or  of  such  importance  that  it  warrants 
being  recommended  to  the  full  MAG  membership.  Let  me  tell  you  about  one  that 
is.  MAGNET! 

The  MAG  New  Educational  Training  (MAGNET)  Conference  is  designed  to 
“detail”  the  physician  on  the  full  scope  of  problems  that  must  be  dealt  with  both 
locally  and  at  the  MAG  level.  The  1972  Conference  will  zero  in  on  the  most 
pressing  legislative  problems  confronting  the  profession.  In  addition,  it  will  devote 
a portion  of  the  meeting  to  the  business  of  running  a county  medical  society — 1972 
style. 

Participants  on  the  program  will  include  Senator  Herman  Talmadge;  Mr.  Ralph 
Lee  Smith,  author  of  “At  Your  Own  Risk,”  a devastating  expose  of  chiropractic;  Dr. 
Joseph  Sabatier,  New  Orleans,  Chairman  of  the  AMA  Committee  on  Quackery; 
professional  lobbyists  for  the  AMA  and  others  with  equally  impressive  credentials. 

The  Conference  will  be  held  on  November  11-12  (Saturday-Sunday)  at  the 
new  Stouffer’s  Atlanta  Inn.  If  you  can  attend — and  you  should  consider  this  the  one 
really  “must”  meeting  of  the  year — please  contact  MAG  Headquarters  and  a com- 
pleted program  will  be  sent  to  you. 

On  Saturday  evening  there  will  be  a complimentary  cocktail  party  at  the  Stouf- 
fer’s Inn  and  on  Sunday  the  Falcons  play  the  New  Orleans  Saints  at  the  Atlanta 
Stadium.  The  Conference  will  be  concluded  in  time  for  you  to  make  the  kickoff. 

I want  to  urge  that  you  make  every  effort  to  attend.  The  time  has  come  when  the 
medical  profession  must  “get  down  to  cases”  and  begin  to  deal  effectively  with 
the  myriad  problems  that  confront  it.  MAGNET  is  the  place  to  begin. 


F.  W.  Dowda,  M.D. 

President,  Medical  Association  of  Ga. 
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THE  NEGLECTED  RECTUM  AND  COLON 


JAMES  J.  MCDONALD,  M.D.,  Athens 


X RECENTLY  HAD  THE  IDEA  for  the  Medical  Record  Department  to  record  the  num- 
ber of  rectal  examinations  and  sigmoidoscopic  examinations  performed  at  St. 
Mary’s  Hospital  and  at  Athens  General  Hospital  for  a period  of  one  month.  This 
study  involves  the  month  of  July,  1972.  We  had  668  admissions  to  St.  Mary’s  Hos- 
pital with  128  rectal  examinations,  four  sigmoidoscopic  examinations  and  five  bari- 
um enemas.  At  the  Athens  General  Hospital  we  had  609  admissions  with  139  rec- 
tal examinations. 

From  these  figures  it  is  obvious  that  we  need  to  include  this  important  area  in 
our  complete  physical  examinations.  It  is  interesting  that  the  percentage  of  rectal 
examinations  are  about  the  same  for  both  hospitals.  It  would  seem  that  with  all 
the  publicity  and  encouragement  from  the  American  Cancer  Society  that  doctors 
would  accept  their  responsibility  to  carry  out  routine  rectal  examinations  and  cer- 
tainly sigmoidoscopic  examinations  if  the  patient  has  the  least  sign  or  symptom  of 
a lesion  of  the  rectum  or  colon. 

There  are  many  types  of  palpable  benign  rectal  and  lower  colon  tumors  such  as 
papillomata,  adenoma,  angiomata,  fibroma,  myxoma,  lipoma,  neuroma  and  villous 
papillomata.  The  most  common,  of  course,  is  the  simple  adenomatous  polyp.  Some 
of  the  complaints  are  mucous  discharge,  bleeding,  incomplete  evacuation  and 
tenesmus.  It  has  been  estimated  that  7 per  cent  to  20  per  cent  of  the  general  popu- 
lation will  have  benign  polyps. 

In  studying  the  literature,  about  30  per  cent  to  35  per  cent  have  undergone 
malignant  change  when  they  are  removed.  Sixty-five  per  cent  of  the  patients 
with  polyps  will  have  no  symptoms.  The  most  common  symptom  is  bleeding  from 
the  rectum  and  this  is  often  a very  late  finding.  These  polyps  should  be  totally  ex- 
cised to  determine  if  malignant  degeneration  has  taken  place.  Frequent  benign 
polyps  are  associated  with  malignant  lesions  of  the  lower  rectum  and  colon. 

If  a polyp  or  polyps  are  found  with  rectal  examination  or  sigmoidoscopic  ex- 
amination, the  patient  should  immediately  have  Barium  Enema  and  contrast 
studies  to  rule  out  further  lesions  of  the  colon. 

It  has  been  estimated  that  approximately  12  per  cent  of  all  malignant  tumors  of 
the  human  body  originate  in  the  anus,  rectum  and  sigmoid  colon  and  that  80  per 
cent  of  all  intestinal  cancer  is  located  in  this  area.  This  reveals  the  importance  of 
adequate  studies  of  this  area. 

Another  interesting  item  is  that  patients  with  malignant  lesions  of  the  rectum 
and  sigmoid  colon  survive  much  longer  than  those  with  other  cancer  of  the  G-I 
tract. 

While  cancer  is  most  often  considered  a disease  of  middle  and  later  life  one 
should  not  have  a sense  of  security  just  because  they  are  young.  We  recently  had 
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a case  of  a far-advanced  cancer  of  the  sigmoid  in  a pretty,  27-year-old  mother. 
The  patient  recently  gave  birth  to  her  third  child  and  bled  a great  deal  during  her 
pregnancy.  Pregnant  women  bleed  from  the  rectum  from  other  causes  besides 
hemorrhoids.  This  is,  again,  a red  light  signal  for  rectal  examination  and  sig- 
moidoscopic  examination. 

In  conclusion  I would  like  to  stress  the  extreme  importance  of  thorough  exam- 
ination of  the  patient  in  regards  to  rectal  complaints  and  also  the  routine  examina- 
tion of  this  area  with  physical  examinations.  It  is  gratifying  to  know  that  most  of 
the  large  clinics  routinely  do  sigmoidoscopic  examinations  and  are  therefore  diag- 
nosing silent  lesions. 

740  Prince  Avenue  30601 


MAGNET  CONFERENCE 

November  11-12,  1972 
Stouffer’s  Atlanta  Inn 

Speakers  Include: 

Senator  Herman  Talmadge:  ‘‘The  Citizen’s  Role  in  Politics 
and  Legislation” 

Joseph  A.  Sahatier,  M.D. : “Hazards  to  Patients’  Health  in 
Chiropractic” 

Ralph  Lee  Smith : author  of  “At  Your  Own  Risk” 
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CARDIOVASCULAR  AREA  FACILITIES 

PAUL  E.  CUNDEY,  JR.,  M.D.,  Augusta 

' J.  HE  PRESENT  EPIDEMIC  of  coronary  heart  disease  and  related  vascular  disorders 
is  all  too  evident  in  Georgia.  In  1968,  heart  disease  alone  accounted  for  32.4 
per  cent  of  all  Georgia  deaths  and,  when  combined  with  cerebrovascular  disease, 
for  48.3  per  cent  of  the  total  deaths.  The  many  health,  social  and  economic  rami- 
fications are  incompletely  understood,  but  obviously  great. 

To  combat  this  rapidly  advancing  epidemic,  the  Georgia  Regional  Medical  Pro- 
gram devised  and  implemented  a multi-phased  effort.  Perhaps  the  most  immediate 
benefit  to  the  state’s  patients  and  physicians  is  a network  of  cardiovascular  area 
facilities.  The  facility  concept  has  as  its  avowed  purpose  to  offer  programs  in  pre- 
vention, diagnosis,  treatment,  rehabilitation  and  education.  These  facilities  will 
hopefully  concentrate  skills  and  resources  which  would  be  impractical  for  each 
community  hospital  to  possess.  Such  area  facilities  are  now  in  operation  in  Athens, 
Atlanta,  Augusta,  Columbus,  Savannah,  Thomasville  and  Tifton.  Practical  results 
have  been  generated  in  a short  period  of  time.  Coronary  Care  Units  now  exist  in 
small  community  hospitals  unable  to  develop  these  resources  previously.  Stress  test- 
ing is  being  carried  out  across  the  state  in  these  units.  Programs  in  dietary  educa- 
tion, smoking  clinics,  hypertensive  screening  and  cardiac  rehabilitation  are  also  in 
operation. 

Much  remains  to  be  done.  The  Georgia  Heart  Association  is  in  the  process  of 
up-dating  the  facilities  of  the  Georgia  Heart  Clinic  system.  Many  of  the  heart  clinics 
have  or  will  combine  with  an  area  facility  to  offer  complimentary  services.  In 
areas  where  a cardiovascular  facility  is  not  established,  the  present  Georgia  Heart 
Clinic  will  be  encouraged  to  broaden  its  activities.  Financial  assistance  will  be  of- 
fered to  enable  the  clinic  to  offer  improved  diagnostic  services.  Increased  emphasis 
will  be  placed  on  early  detection,  prevention  and  education  of  allied  health  profes- 
sionals. County  Heart  Units,  with  large  numbers  of  dedicated  volunteer  workers, 
will  be  increasingly  involved  in  community-type  programs  other  than  fund  raising. 

The  concept  of  area  facilities  has  moved  to  reality  in  the  last  24  months  and  a 
beginning  has  been  made.  For  future  progress,  the  cooperation  of  all  Georgia 
physicians  interested  in  cardiovascular  disease  will  be  needed. 

1132  Druid  Park  Avenue 


Prepared  at  the  request  of  the  Committee  on  Professional  Education  of  the  Georgia  Heart  Association. 
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RESTRICTIVE  EMPLOYMENT  AGREEMENTS 

J.  WINSTON  HUFF,  Atlanta- 

established  physician  or  group  of  physicians  frequently  have  need  to 
employ  an  additional  physician  in  order  to  cover  a growing  practice.  The  em- 
ployer-physician has  a legitimate  interest  in  protecting  the  practice  he  has  built  in 
the  event  the  new  association  does  not  work  out.  How  may  this  be  accomplished? 

One  way  is  an  agreement  by  the  employee-physician  not  to  compete  with  his 
former  employer  after  the  relationship  is  terminated.  Not  infrequently  the  newly- 
hired  physician  is  required  to  sign  a contract  in  which  he  agrees  to  restrict  his 
professional  activities  in  such  event.  In  general  these  contracts  prohibit  the  em- 
ployee-physician from  practicing  medicine  (or  a particular  specialty)  within  a 
certain  geographical  area  for  a specified  length  of  time. 

This  article  will  try  to  cover  the  general  legal  principles  involved  in  restrictive 
employment  agreements.  We  have  here,  however,  a somewhat  eomplicated  field 
of  law,  and,  in  addition,  it  has  been  constantly  developing  in  recent  years.  There- 
fore the  physician,  whether  employer  or  employee,  should  consult  his  attorney 
before  he  signs  a contract  containing  such  restrictive  provisions. 

The  courts,  in  passing  on  these  agreements,  have  had  to  resolve  a basic  con- 
flict. On  the  one  hand  the  employer  has  a valid  interest  in  restricting  the  employee 
from  using  confidential  information  and  close  association  with  patients  gained 
from  his  employment  as  the  basis  for  the  establishment  of  a competing  practice. 
On  the  other  hand,  it  is  against  ancient  public  policy  to  prevent  completely  any 
person  from  earning  a livelihood  in  his  chosen  work.  These  conflicting  principles 
are  present  whether  the  work  involved  is  that  of  a doctor  of  medicine  or  a laun- 
dry route  salesman.  Some  of  the  judicial  decisions  in  other  states  hold  that  this 
conflict  is  more  acute  in  the  case  of  the  professions  where  the  person  involved 
has  spent  many  years  in  educating  and  training  himself  and  thus  is  not  as  flexible 
in  finding  work  in  other  fields.  While  most  of  the  cases  carried  to  the  courts  involve 
business  and  commercial  careers  rather  than  medicine,  thus  far  in  Georgia  the 
same  judicial  reasoning  has  been  applied  to  both. 

The  basic  standard  used  by  the  courts  in  resolving  all  cases  involving  re- 
strictions on  employment  has  been  that  of  “reasonableness.”  If  the  court  deter- 
mines the  restrictions  are  reasonable,  the  contract  will  be  upheld;  if  not,  it  will 
be  struck  down.  Generally  the  courts  have  tested  reasonableness  by  the  following 
four  criteria,  all  of  which  must  be  met; 

1.  The  activity  prohibited  must  be  sufficiently  described.  As  late  as  1965  the 
Georgia  Supreme  Court  held  that  a contractual  restraint  against  “engaging  in  the 
practice  of  medicine  and  surgery”  was  sufficiently  definite.  Since  1965,  however. 


* Prepared  at  the  request  of  The  Medical  Association  of  Georgia.  Mr.  Huff  is  a partner  in  the  firm 
POWELL,  GOLDSTEIN,  FRAZER  & MURPHY,  General  Counsel  to  the  Association. 
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the  Georgia  appellate  courts  have  become  much  more  strict  in  this  area.  A pro- 
hibition against  the  “practice  of  medicine  as  defined  in  Section  84-901  of  the 
Code  of  Georgia  Annotated”  should  be  sufficient.  If  the  practice  of  a specialty 
only  is  to  be  prohibited,  it  should  be  described  with  precision. 

2.  The  employer  must  have  a legitimate  reason  for  imposing  the  restriction.  He 
must  show  a valid  interest  (i.e.  the  practice  he  has  built)  to  be  protected  by  the 
contract. 

3.  The  territorial  limitation  cannot  be  too  broad.  Restricting  the  employee  in 
an  area  usually  covered  by  a medical  practice  (a  city  or  county)  will  probably  be 
upheld.  Larger  areas  may  subject  the  agreement  to  attack. 

4.  The  time  during  which  the  restrictions  apply  cannot  be  long.  In  years  past 
restrictions  in  medical  agreements  up  to  10  years  have  been  sustained.  Here  again, 
recent  court  decisions  indicate  a stricter  view,  and  restrictions  lasting  more  than 
two  or  three  years  would  probably  be  dangerous. 

An  additional  factor  should  be  mentioned.  If  the  termination  of  employment  on 
the  part  of  the  employer  is  clearly  inequitable  or  unreasonable,  the  agreement  will 
quite  likely  not  be  enforced. 

Reasonably  effective  restraints  may  be  imposed  to  protect  the  employer-phy- 
sician. However,  it  is  imperative  that  the  contract  be  carefully  drafted  in  the  light 
of  then  existing  statutory  and  case  law. 


Eleventh  Floor 

C & S National  Bank  Building 


Eager  8c  Simpson 


SURGICAL  CORSETS 
ABDOMINAL  SUPPORTS 
UPLIFT  BRASSIERES 
BREAST  PROSTHESIS 


Dispensing  Opticians 

Quality  and  Service  Since  1905 


82  IVY  STREET,  N.E. 

ATLANTA,  GA.  30303 


522-4972 


Professional  Fitters  since  1919 


105  PEACHTREE  STREET.  N.E. 

W.  W.  ORR  DOCTORS  BUILDING. 
BAPTIST  PROFESSIONAL  BUILDING 
SHEFFIELD  MEMORIAL  BUILDING 


364 


J.M.A.  GEORGIA 


THE  ASSOCIATION 


NEW  MEMBERS 

Alexander,  Harold  H. 
Active — Fulton — Or 

Alonso,  Jorge  P. 

Active — Spalding — Anes 

Blalock,  Jack  H.,  Jr. 
Active — Muscogee — I 

Broome,  Harry  L. 

Active — Fulton — Or 


Coles,  Cleo  P.,  Jr. 
DE-4 — F ulton — Su 


Davis,  R.  Carter,  Jr. 
Active — F ulton — I 

Been,  Johnny  T. 

Active — Upson — OPH 

Dupont,  Louis 
Active — Muscogee — Su 

Ferguson,  Wilson  J. 
Active — Fulton — Su 


Finch,  Charles  S.,  Jr. 
Active — Fulton — Anes 

Goldman,  Kenneth  L. 
Active — Muscogee — Su 

Joines,  Iverson  W. 

Active — Fulton — I 

Jurgensen,  Paul  F. 

Active — Ga.  Medical — I 

Kleiman,  Scott  G. 

Active — Cobb — Or 

Koenig,  Ronald  H. 

Active — F ulton— N 

Leopold,  Louis  P. 

Active — Ga.  Med. — OBG 

Porter,  Mac  W. 

Active — Muscogee — FP 

Printz,  Don  W. 

Active — DeKalb — D 

Rice,  Samuel  T. 

Active — Muscogee — U 


490  Peachtree  St.,  N.  E. 
Atlanta,  Georgia  30308 

604  S.  8th  Street 
Griffin,  Georgia  30223 

Medical  Arts  Building 
Columbus,  Georgia  31901 

960  Johnson  Ferry  Rd., 

N.  E. 

Atlanta,  Georgia  30328 

USAF  Hospital,  Box  7521 
APO  San  Francisco,  Cali- 
fornia 96323 

46  Fifth  Street,  N.  E. 
Atlanta,  Georgia  30308 

Thomaston,  Georgia  30286 

P.  O.  Box  4199 
Columbus,  Georgia  31904 

General  Motors  Corpora 
tion 

Doraville,  Georgia  30340 

20  Linden  Ave.,  N.  E. 
Atlanta,  Georgia  30308 

905  Center  Street 
Columbus,  Georgia  31901 

478  Peachtree  St.,  N.  E. 
Atlanta,  Georgia  30308 

P.  O.  Box  5086 
Savannah,  Georgia  31403 

969  Cherokee  Rd. 

Smyrna,  Georgia  30080 

2739  Felton  Drive 
East  Point,  Georgia  30344 

15  Medical  Arts 
Savannah,  Georgia  31405 

Medical  Center 
Columbus,  Georgia  31902 

4303  LaVista  Rd. 

Tucker,  Georgia  30084 

1430  Third  Avenue 
Columbus,  Georgia  31901 


Rinker,  George  E. 

Active — T roup — Path 

Roberts,  David  B. 

Active — Muscogee — OBG 

Schiller,  Herbert  M. 

Active — Muscogee — Path 

Selvey,  Henry  A. 

Active — Fulton — P 

Sharin,  Joel  S. 

Active — DeKalb — Pd 

Stamey,  Charles  C. 

Active — Muscogee — OBG 

Stump,  Daniel  E. 

Service — F ulton — FP 

Sutter,  Luther  O. 

Active — Whitfield — FP 


Tenenbaum,  Stanley  M. 
Active — DeKalb — PD 

Thio,  Richard  T. 

Active — Fulton — TS 

Thomasson,  George  O. 
Active — C.  W.  Long — CH 

Willis,  Tom  V.,  Jr. 

Active — Glynn — Su 

Zweig,  Arnold 
Active — DeKalb — OTO 


City-County  Hospital 
LaGrange,  Georgia  30240 

2400  13th  Street 
Columbus,  Georgia  31906 

St.  Francis  Hospital 
Columbus,  Georgia  31901 

6363  Roswell  Rd.,  N.  E. 
Atlanta,  Georgia  30328 

5 LaVista  Perimeter  Park 
Tucker,  Georgia  30084 

2400  13th  Street 
Columbus,  Georgia  31906 

US  Prison  Hospital 
Atlanta,  Georgia  30315 

120  Walnut 
Chatsworth,  Georgia 
30705 

5 LaVista  Perimeter  Park 
Tucker,  Georgia  30084 

1001  Clubland  Ct. 
Marietta,  Georgia  30060 

University  Health  Service 
Athens,  Georgia  30601 

Brunswick,  Georgia  31520 


3644  Chamblee  Tucker  Rd. 
Atlanta,  Georgia  30341 


DICKEY-MANGHAAA  COMPANY 

Insuring  Georgians  Since  1886 
1335  First  National  Bank  Tower 
Atlanta,  Ga.  30303  Phone  521-1541 

Complete  Insurance  Service 
for 

Physicians  and  Surgeons 
Professional  Liability — Lite — Disability 
Keogh  Plans 

Low  St.  Paul  Liability  Rates 


OCTOBER  1972,  Vol.  61 


365 


CLASSIFIED  ADVERTISING 


SUBLEASE — AVAILABLE  4/ 1 / 73 — Buckhead 
Medical  Bldg.,  3312  Piedmont  Rd.,  N.E.  In- 
ternist’s suite  well  arranged  for  2 physicians; 
1524  sq.  ft.;  carpets,  panelling,  laboratory 
fixtures,  shelving  included.  Ample  parking. 
Telephone  (404)  261-3012. 


EMERGENCY  ROOM  PHYSICIAN — To  become 
member  of  5-man  group  furnishing  full-time 
E.R.  coverage  for  active  530  bed  J.C.A.H. 
hospital  in  S.W.  Georgia.  Salary  on  basis  of 
fees,  with  guaranteed  minimum  of  $36,000. 
Write:  E.  M.  Molnar,  M.D.,  101  Doctors 
Building,  Columbus,  Ga.,  31901  or  phone 
(404)  324-3661. 


ATTRACTIVE  motlern  suite  in  professional 
building  of  3 office  units,  adjacent  to  2 large 
centers  (Belvedere  and  Columbia  Mall)  suit- 
able for  2 physicians  with  2158  sq.  ft.  avail- 
able Dec.  1972.  Occupied  for  last  10  years 
by  successful  OB-GYN  M.D.’s  moving  to  larg- 
er quarters.  Call  M.  V.  Tuggle,  M.D.,  289-5101 
9-to-5  or  874-1666  after  5 p.m.  or  write  for 
particulars:  1336  Columbia  Dr.,  Decatur,  Ga. 
30032. 


EMERGENCY  SERVICE  PHYSICIAN — 450-bed 
general  hospital.  Southwest  Georgia;  active 
emergency  room  service;  contract  with  $35,- 
000  minimum,  plus  two  weeks  vacation ; must 
have  Georgia  license.  Contact  Administrator, 
Phoebe  Putney  Memorial  Hospital,  Albany, 
Georgia  31702;  (912)  436-5741. 


FOR  RENT — 1972  Travco  Motor  Home.  Fully 
equipped.  Sleeps  7.  $250/ week  plus  10  cents 
per  mile.  Will  also  rent  by  the  day.  Forest  D. 
Jones,  M.D.  (404)  633  4595. 


EMERGENCY  ROOM  PHYSICIAN:  Will  func- 
tion as  part  of  team  in  providing  full  E.  R. 
coverage.  Salary  established  on  basis  of  fees, 
with  guaranteed  annual  minimum  of  $36,- 
000.  Appointment  to  medical  staff  required. 
Modern,  expanding,  280-bed,  JC AH -accredit- 
ed hospital  with  medical  staff  of  60  and  over 
600  employees.  Extremely  desirable  location 
in  N.E.  Georgia  with  the  beauty  of  Blue 
Ridge  mtns.  and  Lake  Lanier,  yet  only  45 
minutes  from  downtown  Atlanta  via  1-85. 
Adequate  leisure  time.  Write  or  eall:  Person- 
nel Director,  Hall  County  Hospital,  Gaines- 
ville, Ga.  30501.  404-536-6611. 


TWO  YOUNG  American  anesthesiologists,  mili- 
tary completed  July  1973,  wish  to  supervise 
nurse  anesthetists  or  fee  for  service,  or  both. 
Contact  Anesthesia  Dept.,  LT.S.  Naval  Hos- 
pital, Jacksonville,  Fla. 


REGIONAL 
MEDICAL  OFFICER 

INTERNAL  REVENUE  SERVICE 
SOUTHEAST  REGION 

Has  immediate  need  for  a Regional  Med- 
ieal  offieer  to  serve  as  full-time  physician 
responsible  for  planning,  developing  and 
administering  the  occupational  health  pro- 
gram for  employees  of  the  Internal  Reve- 
nue Service  in  the  Southeast  Region.  Some 
travel  required  hut  not  extensive.  Excellent 
fringe  benefits. 

Contact  Harold  Harris  (404)  526-6426. 
P.O.  Box  926,  Atlanta,  Georgia  30301. 
for  salary  information  and  application 
procedures. 

INTERNAL  REVENUE  SERVICE 
IS  AN  EQUAL  OPPORTUNITY 
EMPLOYER 


366 


J.M.A.  GEORGIA 


JOURNAL 


OF  THE 


MEDICAL 


SSOC  I ATIO 


"Double-Bubble":  Sign  of  Duodenal  Obstruction  / See  Page  367 


The  negfative  power  of  clinically  significant  anxiety 


'•/Jeachtree  and  Parkwood  Hospitals'  combined  facilities,  with  a 152-bed 
•L  capacity,  offer  the  region's  most  comprehensive  private  center  for  full  treat- 
ment of  acute  and  long-term  psychiatric  disorders  and  related  medical  problems. 
Situated  in  a wooded,  tranquil  setting,  the  two  beautiful  new,  residential-like, 
adjoining  hospitals  function  as  a cohesive  whole  in  effectively  re-integrating 
patients  with  their  home  and  community  environments. 

PEACHTREE’S  Acute  Psychiatric  program  includes  a 59-bed  capacity  with  sep- 
arate sector  for  the  special  treatment  of  adolescents.  The  hospital's  53-bed 
Medical  Unit  provides  complete  evaluation  of  patients'  underlying  illnesses  or 
problems  allied  to  chronic  alcoholism  and  drug  abuse.  Detoxification,  psycholog- 
ical re-motivation  toward  achieving  a healthy  role  in  life  and  extensive  follow- 
up treatment  are  accomplished  through  the  alcoholic  rehabilitation  program. 
Out-patient  care  is  available  as  well. 

PARKWOOD’S  Milieu  Therapy  Unit,  with  a 40-bed  capacity,  provides  long- 
term, round-the-clock  psychiatric  treatment.  Day-patient,  out-patient,  night  and 
week-end  care  are  also  available.  Individualized  therapeutic  programs  involving 
participation  of  the  entire  professional  staff  effectively  re-orient  patients  to 
leading  creative,  harmonious  lives  of  normalcy. 

Full  laboratory  coverage  — including  electrocardiography,  electroencephalo- 
graphy and  brain  scan  studies  — diverse  methods  of  occupational  and  indoor- 
outdoor  recreational  therapy,  accredited  school  programs,  social  work  services, 
psychological  testing  and  family  counseling  round  out  the  Peachtree-Parkwood 
full  complement  of  services.  Every  comfort  — from  warm,  colorfully  appointed 
rooms  to  carefully  prepared  meals  — assures  each  patient  of  the  most  authentic 
home-like  environment  while  being  treated. 

PEACHTREE  and  PARKWOOD 

HOSPITALS 

1999  Cliff  Valley  Way,  N.E.  / Atlanta,  Ga.  30329/ (404)  634-5166 


NOVEMBER  1972,  Vol.  61 


3A 


NOVEMBER  1972  Volume  61,  Number  11 


EDITOR 

Edgar  Woody,  Jr.,  M.D. 


JOURNAL 

OF  THE  MEDICAL 
ASSOCIATION 


MANAGING  EDITOR 

Kathy  Morse 


STAFF 

L.  B.  Storey,  Business 


CONTRIBUTING 

EDITORS 

Herbert  S.  Alden,  M.D.,  Preston 
D.  Ellington,  M.D.,  J.  Willis 
Hurst,  M.D.,  Charles  S.  Jones, 
M.D.,  Arthur  J.  Merrill,  M.D., 
Peter  L.  Scardino,  M.D.,  Patrick 
C.  Shea,  Jr.,  M.D.,  Robert  H. 
Vaughan,  M.D. 


Contents 


Scientific  Articles 

Gastrointestinal  Emergencies  in  the  Neonate 

Robert  A.  Parrish,  M.D 367 

A Deep  Ulcer  and  Stricture  of  the  Esophagus 

William  Whitaker,  M.D.  and  A1  Morlang,  M.D 372 

Retroperitoneal  Abscess  From  Posterior 
Perforations  of  the  Duodenal  Ulcer 
H.  T.  Edmondson,  M.D.  and  Daniel  B.  Terry,  Jr.,  M.D.  374 


PUBLICATIONS 

COMMITTEE 

F.  W.  Dowda,  M.D.,  C.  E. 
Bohler,  M.D.,  W.  C.  Mitchell, 
M.D.,  Braswell  E.  Collins,  M.D., 
H.  Hilt  Hammett,  M.D.,  David 
A.  Wells,  M.D.,  Earnest  C.  At- 
kins. M.D.,  Harrison  L.  Rogers, 
M.D.,  David  A.  Wells,  M.D.,  Car- 
son  B.  Burgstiner,  M.D. 


Special  Article 

Mental  Health  Services  in  a Changing  World 
Addison  M.  Duval,  M.D. 


Editorial 


376 


THE  ASSOCIATION 

F.  W.  Dowda,  M.D.,  Pres.; 
C.  E.  Bohler,  M.D.,  Pres.-Elect; 
W.  C.  Mitchell,  M.D.,  Past 
Pres.;  David  A.  Wells,  M.Q., 
Chm.  of  Council;  Earnest  C.  At- 
kins, M.D.,  Sec.;  Carson  B. 
Burgstiner,  M.D.,  Treas.;  Har- 
rison L.  Rogers,  M.D.,  Speaker; 
Mr.  James  M.  Moffett,  Exec.  Dir.; 
Mr.  Adam  Jablonowski,  Assoc. 
Dir.;  Mrs.  Catherine  L.  Wooten, 
Asst.  Dir.;  Mr.  Carl  Bailey,  Field 
Representative;  Mr.  Wallie  Car- 
penter, Field  Representative. 


THE  JOURNAL  OF  THE 
MEDICAL  ASSOCIATION  OF 
GEORGIA,  established  1911. 
Owned,  edited  and  copyrighted, 
1972,  by  the  Medical  Association 
of  Georgia,  938  Peachtree  Street, 
N.E.,  Atlanta,  Georgia  30309. 
Published  monthly  under  the  di- 
rection of  the  Council  of  the  As- 
sociation. Subscription  rate:  $7 
per  year;  $1  per  single  copy. 
Office  of  publication,  1201-05 
Bluff  St.,  Fulton,  Missouri  65251. 
Second-class  postage  paid  at 
Fulton,  Missouri. 


The  American  Medical  Association;  What  Is  It? 


What’s  Wrong  With  It? 
J.  W.  Chambers,  M.D. 

380 

Features 

The  Association 

Heart  Page 

382 

New  Members 

387 

Legal  Page 

384 

Societies 

388 

Personals 

388 

Deaths 

389 

Cover 

Roentgenogram  of  duodenal  obstruction  in  the  neonate  is  one  of  five  illustrations  ac- 
companying the  article  by  Robert  A.  Parrish,  M.D.  Layout  by  Atlanta  artist  Bob  Hamill. 


JOURNAL. 

OF  THE  MEDICAL 
ASSOCIATION 


High  and  low  obstruction  of  the 
gastrointestinal  tract,  respiratory 
distress  and  abdominal  wall  defects 
are  the  categories  discussed. 

Gastrointestinal  Emergencies 
in  the  Neonate 

ROBERT  A.  PARRISH,  M.D.,-  Augusta 


-^Approximately  two  infants  out  of  every  thou- 
sand live  births  will  require  urgent  surgery.  Since 
these  problems  are  often  recognized  in  one  hospital 
and  definitive  therapy  carried  out  in  another  hos- 
pital, prompt  diagnosis  and  proper  transport  become 
imperative. 

During  transport  in  patients  with  intestinal  ob- 
struction, esophageal  atresia  and  diaphragmatic  her- 
nia, it  is  necessary  to  insert  a short  nasogastric  with 
multiple  portholes  in  the  distal  2 inches  and  aspirate 
frequently  with  a syringe  in  order  to  prevent  vomit- 
ing, aspiration  pneumonia  and  bowel  distention.  In- 
fants with  T-E  fistula  should  be  maintained  in  a 
semi-upright  position  to  help  prevent  regurgitation 
of  acid  gastric  contents  into  the  lungs  by  way  of  the 
fistula. 

Administration  of  oxygen  en  route  to  the  hospital 
may  prevent  anoxia  with  subsequent  cardiac  arrest 
and  brain  damage.  Maintenance  of  a normothermic 
state  is  of  great  importance  as  it  has  been  demon- 
strated that  severe  acidosis  may  rapidly  develop  in 
hypothermic  infants,  especially  the  premature  baby. 
The  newer  portable  isolette  admirably  provides  these 
functions. 

Intestinal  obstruction  is  the  most  frequent  gastro- 
intestinal emergency  which  requires  surgery  during 
the  neonatal  period.  Early  recognition  will  decrease 
the  mortality  noted  where  surgery  is  delayed.  Mater- 
nal hydramnios,  bilious  vomiting,  abdominal  disten- 
tion, and  failure  to  pass  meconium  or  obstipation  are 
four  major  clues  suggestive  of  intestinal  obstruction 
(Table  1). 

Maternal  Hydramnios:  High  intestinal  obstruc- 
tion is  seen  in  about  25  per  cent  of  cases  of  maternal 


* From  the  Department  of  Surgery,  Section  of  Pediatric  Surgery, 
Medical  College  of  Georgia,  Augusta,  Georgia  30902.  Presented  at  the 
118th  Annual  Session  of  the  Medical  Association  of  Georgia,  May 
11-14,  1972  in  Macon,  Georgia, 


TABLE  1 

MAJOR  CLUES  OF  INTESTINAL  OBSTRUCTION 
IN  THE  NEONATE 


Maternal  hydramnios 

Bilious  vomiting 

Abdominal  distention 

Failure  to  pass  meconium — obstipation 


hydramnios.  Amniotic  fluid  is  continuously  swal- 
lowed by  the  fetus  and  absorbed  through  the  gastro- 
intestinal tract.  In  high  intestinal  obstruction  this  ab- 
sorptive surface  is  decreased,  therefore  excessive 
amounts  of  amniotic  fluid  accumulates.  Low  intesti- 
nal obstruction  does  not  usually  produce  hydram- 
nios. 

Bilious  Vomiting;  With  the  exception  of  esopha- 
geal atresia,  obstruction  proximal  to  the  ampulla  of 
Vater  is  rare.  Although  bilious  vomiting  may  accom- 
pany functional  ileus  of  the  premature,  pneumonia, 
sepsis,  or  central  nervous  system  disorders,  its  pres- 
ence is  indicative  enough  of  mechanical  intestinal 
obstruction  to  demand  prompt  investigation. 

Abdominal  Distention:  Generalized  distention 

usually  is  suggestive  of  low  intestinal  obstruction  al- 
though at  times  this  finding  may  be  overshadowed 
by  respiratory  distress  produced  by  severe  upward 
displacement  of  the  diaphragm.  Severe  protracted 
vomiting  may  prevent  the  appearance  of  abdominal 
distention  especially  in  cases  of  high  bowel  obstruc- 
tion. 

Failure  to  Pass  Meconium  or  Obstipation:  The 
full-term  infant  should  pass  stools  in  24  hours  and 
the  premature  by  48  hours.  By  this  time  other  fea- 
tures of  obstruction  such  as  distention  and  vomiting 
are  usually  present.  Since  meconium  distal  to  an  ob- 
struction can  be  passed  during  this  time  interval. 
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passage  of  small  amounts  of  inspissated  meconium 
should  be  considered  abnormal. 

Gastrointestinal  emergencies  in  the  neonate  can 
conveniently  be  thought  of  in  four  categories  accord- 
ing to  the  mode  of  presentation  (Table  2) : 

1.  Respiratory  distress  (diaphragmatic  hernia, 
tracheo-esophageal  fistula,  spontaneous  perforation 
of  the  G.I.  tract) . 

2.  High  obstruction  of  the  gastrointestinal  tract 
(duodenal  atresia,  duodenal  stenosis,  annular  pan- 
creas, and  malrotation  with  duodenal  obstruction 
with  or  without  midgut  volvulus). 

3.  Low  obstruction  of  the  gastrointestinal  tract 
(jejuno-ileal  atresia,  meconium  ileus,  Hirschsprung’s 
disease,  and  ano-rectal  atresia  or  stenosis). 

4.  Abdominal  wall  defects  (omphalocele,  gastros- 
chisis,  and  incarcerated  inguinal  herniae). 


TABLE  2 

MAJOR  CATEGORIES  OF  G.I.  EMERGENCIES 
BY  MODE  OF  PRESENTATION 

Respiratory  distress 
Diaphragmatic  hernia 
Tracheo-esophageal  fistula 
Spontaneous  perforation  of  the  G.I.  tract 
High  obstruction  of  G.I.  tract 
Duodenal  atresia  or  stenosis 
Annular  pancreas 

Malrotation  of  colon  with  duodenal  obstruction 
Low  obstruction  of  G.I.  tract 
Jejuno-ileal  atresia 
Meconium  ileus 
Hirschsprung’s  disease 
Ano-rectal  atresia — stenosis 
Abdominal  wall  defects 
Omphalocele 
Gasti’oschisis 

Incarcerated  inguinal  hernia 


Respiratory  Distress 

Diaphragmatic  Hernia:  Patients  with  this  problem 
usually  present  within  24-48  hours  of  life  with  symp- 
toms of  respiratory  inadequacy.  Cyanosis  may  be 
present  immediately  after  birth  or  may  not  develop 
until  later  as  a result  of  dilatation  of  that  part  of  the 
G.I.  tract  present  within  the  chest.  Dilatation  of 
herniated  loops  of  intestine  results  in  progressive 
compression  of  the  lung,  a shift  of  the  heart  and 
mediastinum  to  the  opposite  side  with  compression 
of  the  contralateral  lung.  The  majority  of  these 
hernias  occur  through  a defect  in  the  posterolateral 
part  of  the  left  diaphragm.  Physical  examination 
usually  reveals  distant  breath  sounds  on  the  affected 
side,  bowel  sounds  over  the  chest,  heart  sounds  best 
heard  on  the  side  away  from  the  hernia,  and  a 
scaphoid  abdomen  (Table  3).  A definitive  diagnosis 


TABLE  3 

PHYSICAL  EXAM— DIAPHRAGMATIC  HERNIA 

Distant  breath  sounds 
Bowel  sounds  over  chest 
Heart  sounds  best  heard  right  chest 
Scaphoid  abdomen 


can  usually  be  made  from  a plain  A-P  roentgeno- 
gram of  the  chest  with  loculations  of  gas  represent- 
ing loops  of  bowel  above  the  diaphragm  with  the 
lung  partially  or  completely  coUapsed  and  a medi- 
astinal shift  (Figure  1).  Rarely  there  may  be  some 
difficulty  in  differentiating  these  loculations  from  a 
congenital  lung  cyst.  If  any  doubt  exists  as  to  the 
etiology  of  the  air  filled  spaces,  a small  amount  of 
water  soluble  contrast  agent  placed  via  the  nasogas- 
tric tube  will  identify  the  bowel  within  the  chest. 
Needle  aspiration  of  the  thoracic  cavity  is  dangerous 
and  should  be  condemned. 

Management  of  this  condition  consists  of  relief 
of  the  respiratory  distress  by  decompression  of  the 
gastrointestinal  tract  with  a nasogastric  tube  and 
placing  the  infant  in  a semi-upright  position  with  the 
affected  side  down  while  oxygen  is  administered. 


FIGURE  1 


Chest  roentgenogram  showing  loculations  of  gas-filled 
bowel  above  diaphragm  and  mediastinal  shift. 
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The  key  to  success  is  early  operation.  The  abdomi- 
nal approach  has  the  advantage  of  thorough  explora- 
tion for  the  presence  of  associated  obstructive  anom- 
alies. In  addition,  when  the  abdominal  cavity  is  too 
small  to  accommodate  the  herniated  contents  a silas- 
tic prosthesis  can  be  placed  for  abdominal  wall  clo- 
sure or  the  skin  alone  may  be  used  for  closure. 

Tracheo-esophageal  Fistula 

About  90  per  cent  of  the  congenital  anomalies  of 
the  esophagus  are  characterized  by  a blind  pouch  of 
the  upper  esophagus  with  a fistulous  communication 
of  the  lower  esophagus  and  the  trachea  near  its 
bifurcation.  Usually  the  first  clue  to  diagnosis  is  ex- 
cessive mucus  seen  around  the  mouth.  With  the  first 
feeding  the  triad  of  choking,  coughing,  and  cyanosis 
becomes  apparent.  Respiratory  distress  rapidly  en- 
sues as  a result  of  pneumonia  and  atelectasis.  In- 
ability to  pass  a catheter  to  the  stomach  coupled 
with  visualization  of  the  blind  pouch  with  roentgeno- 
grams using  a water  soluble  agent  establishes  the  di- 
agnosis. Air  will  usually  be  seen  throughout  the  G.I. 
tract  on  x-ray.  Preoperative  management  should  in- 
clude repeated  suctioning  of  the  upper  pouch  using 
a replogle  catheter,  elevation  of  the  head  and  chest 
to  20°  with  oxygen  to  the  infant  in  an  isolette.  Par- 
enteral maintenance  fluids  and  antibiotics  are  started 
and  immediate  gastrostomy  regardless  of  the  pa- 
tient’s condition  should  be  done.  Recent  studies  have 
shown  that  staging  the  surgical  correction  of  this 
condition  yields  better  results  in  high-risk  patients, 
such  as  small  prematures  and  those  having  associat- 
ed anomalies  or  severe  pulmonary  involvement.^  In 
the  full-term  infant  with  severe  pneumonia  such  a 
staging  would  consist  of  an  emergency  gastrostomy 
under  local,  treatment  of  the  pneumonia  with  anti- 
biotics and  then  extrapleural  division  of  the  fistula 
and  esophageal  repair  within  two  to  three  days.  For 
the  extreme  premature  immediate  gastrostomy  fol- 
lowed by  extrapleural  division  of  the  fistula  may  be 
done  with  the  definitive  repair  of  the  atresia  being 
delayed  until  the  patient  reaches  six  or  seven  pounds 
weight.  Definitive  surgery  can  usually  be  done  in  85 
to  90  per  cent  of  cases.  In  the  usual  type  being  dis- 
cussed the  extrapleural  approach  yields  the  highest 
survival  rates. 

Spontaneous  Perforation  of  the 
Gastrointestinal  Tract 

Although  60  per  cent  of  neonatal  G.I.  perfora- 
tions involve  the  stomach  or  duodenum,  perforations 
in  other  parts  of  the  intestine  present  in  the  same 
fashion  and  current  evidence  would  suggest  a com- 
mon etiology.  In  most  reported  series  the  majority 
of  infants  had  suffered  an  asphyxial  insult  at  birth.^ 
The  current  popular  hypothesis  is  that  in  response 


to  asphyxia,  there  is  a selective  ischemia  in  the  in- 
testinal tract  to  protect  the  brain  and  heart.  Per- 
sistent spasm  in  the  mesenteric  circulation  leads  to 
acute  ulcerations,  bleeding  and/or  perforation.  This 
sequence  is  also  thought  to  lead  to  other  conditions 
in  the  newborn  such  as  “stress”  ulcers  and  necrotiz- 
ing enterocolitis. 

The  important  point  is  that  of  awareness  of  the 
entity  and  its  prompt  correction  by  early  operation. 
Nearly  all  patients  with  spontaneous  perforation  of 
the  gastrointestinal  tract  exhibit  the  acute  onset  of 
massive  abdominal  distention  associated  with  res- 
piratory difficulty.  If,  in  addition,  any  form  of  resus- 
citation or  intubation  was  performed  the  diagnosis 
should  be  strongly  suggested.®  Absent  liver  dullness 
is  almost  always  found  and  diagnosis  can  be  quick- 
ly confirmed  by  an  upright  x-ray  of  the  abdomen 
which  shows  a massive  pneumoperitoneum  of  a 
characteristic  pattern  which  we  call  the  “saddle-bag” 
sign  (Figure  2). 


FIGURE  2 


Characteristic  “saddle-bag”  configuration  of  pneumoperi- 
toneum in  spontaneous  rupture  of  the  stomach  in  the  new- 
born. 

High  Obstruction  of  the 
Gastrointestinal  Tract 

The  most  common  causes  of  high  intestinal  ob- 
struction at  birth  include  duodenal  atresia,  duodenal 
stenosis,  annular  pancreas,  and  duodenal  obstruction 
secondary  to  malrotation  of  the  colon  with  or  with- 
out midgut  volvulus.  The  first  three  entities  may,  for 
practical  purposes,  be  considered  together  as  they 
typically  produce  the  same  symptoms,  physical,  and 
x-ray  findings  and  are  corrected  by  the  same  opera- 
tive procedure.  Some  vomiting  is  present  in  the  first 
day  of  life  and  in  over  90  per  cent  of  cases  is  bile 
stained.  Abdominal  distention  depends  upon  how 
much  vomiting  has  occurred  but  when  present  is  lim- 
ited to  the  upper  abdomen.  Stools  may  be  absent  or 
may  be  small,  dry  and  grayish  in  color.  Placing  too 
much  emphasis  on  stool  examination  may  thus  be 
misleading.  A plain  upright  roentgenogram  of  the 
abdomen  with  the  finding  of  a dilated  stomach  and 
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duodenum  (the  “double-bubble”  sign)  is  all  that  is 
necessaiy  to  confirm  the  diagnosis  (Figure  3). 

Since  the  incidence  of  multiple  atresia  of  the  in- 
testine is  high  (15  per  cent)  the  entire  bowel  must 
be  explored  before  doing  a duodenojejunostomy,  the 
procedure  of  choice  for  duodenal  atresia,  stenosis, 
or  annular  pancreas.-  There  are  practical  reasons  for 
differentiating  these  entities  from  the  less  common 
duodenal  obstruction  secondary  to  malrotation  of 
the  colon  with  midgut  volvulus.  In  neglected  cases 
of  the  former,  i.e.,  severely  dehydrated  or  debilitated 
from  lack  of  caloric  intake,  etc.,  partial  decompres- 
sion by  nasogastric  intubation  can  be  achieved  while 
optimal  condition  is  obtained  using  hyperalimenta- 
tion if  necessary.  Conversely,  delay  in  operation  in 
cases  of  midgut  volvulus  may  rapidly  lead  to  gan- 
grene of  the  entire  midgut.  In  cases  of  duodenal  ob- 
struction from  malrotation  of  the  colon  and  midgut 
volvulus,  the  bile-stained  vomitus  is  usually  later  in 
onset  with  about  50  per  cent  of  the  infants  having 
symptoms  beginning  in  the  first  week  of  life.  Gen- 
eralized abdominal  distention  is  present  in  one-half 
of  the  patients,  denoting  incomplete  or  partial  du- 
odenal obstruction.  In  these,  plain  x-rays  of  the  ab- 


FIGURE 3 


Upright  roentgenogram  of  abdomen  showing  “double-bub- 
ble” sign  of  duodenal  obstruction. 


domen  reveal  a less  prominent  “double-bubble”  sign 
with  evidence  of  gas  in  the  distal  small  and  large 
bowel.  Administration  of  contrast  agent  via  an  ene- 
ma will  usually  confirm  the  diagnosis  by  denoting 
the  abnormal  location  of  the  cecum  (Figure  4).  Ear- 
ly operation  is  important  as  rapid  deterioration  of 
the  infant  usually  denotes  compromise  of  the  intes- 
tinal blood  supply. 


FIGURE  4 


Barium  enema  findings  in  malrotation  showing  cecum  (ar- 
row) in  upper  abdomen.  On  right,  dilated  stomach  bubble 
above  contrast-filled  colon  suggesting  accompanying  duo- 
denal obstruction. 

Low'  Intestinal  Obstruction 

Newborns  with  jejunal  or  ileal  atresia  or  stenosis 
show  varying  degrees  of  intestinal  obstruction  de- 
pending upon  the  level  of  the  obstructive  lesion  and 
its  completeness.  Babies  with  atresia  show  green 
vomiting  usually  within  24  hours  as  the  most  con- 
sistent finding.  Generalized  abdominal  distention  is 
the  rule  with  stools  usually  absent.  Since  obstruction 
of  the  more  distal  small  bowel  may  be  impossible  to 
differentiate  from  large  bowel  obstruction  on  plain 
roentgenograms,  the  barium  enema  becomes  of  in- 
creasing importance.  An  unused  colon  of  microsize 
confirms  the  presence  of  a proximal  atresia  or  meco- 
nium ileus  (Figure  5). 

Although  atresia,  duplications,  etc.  occur  in  the 
colon,  the  more  frequent  cause  of  obstruction  of  the 
colon  in  the  newborn  is  Hirschsprung’s  disease.  This 
diagnosis  must  be  considered  in  every  instance  of  in- 
testinal obstruction  in  the  newborn.  Failure  to  pass 
meconium,  or  alternating  bouts  of  diarrhea  associat- 
ed with  progressive  abdominal  distention  and  bile- 
stained  vomitus  warrant  a barium  enema  examina- 
tion. Finding  a normal  size  colon  rules  out  intestinal 
atresia.  A narrowed  segment  at  the  rectosigmoid 
may  or  may  not  be  present.  Infants  with  Hirsch- 
sprung’s disease  retain  the  barium  for  prolonged  pe- 
riods making  follow-up  roentgenograms  at  24  hours 
a valuable  aid  in  confirming  the  diagnosis.  Delay  in 
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FIGURE  5 


Bai’ium  enema  showing  an  unused  colon  of  microsize  and 
marked  distention  of  small  bowel,  indicators  of  low  small 
bowel  obstruction. 

relieving  the  obstruction  with  a colostomy  may  lead 
to  necrotizing  enterocolitis,  peritonitis  and  death. 

Abdominal  Wall  Defects 

Inguinal  hernia  is  mentioned  here  because  it  is  the 
most  common  cause  of  intestinal  obstruction  in  in- 
fants from  the  end  of  the  first  week  of  life  to  the  age 
of  four  months.  Manipulative  reduction  of  an  incar- 
cerated inguinal  hernia  should  be  attempted  with 
gentle  digital  pressure  after  sedating  the  child  with 
Meperidine,  1 mg. /I  kg.  given  intramuscularly,  and 
applying  an  ice  bag  to  the  affected  side.  Elective  re- 
pair can  then  be  done  after  36  to  48  hours.  If  the  re- 
duction is  unsuccessful  or  if  the  infant  has  continu- 
ous crying,  vomiting,  abdominal  distention,  or 
bloody  stools,  emergency  herniotomy  is  indicated. 

Gastroschisis:  Gastroschisis  should  be  recognized 
as  an  entity  distinctly  different  from  omphalocele. 
It  is  a congenital  defect  of  the  abdominal  wall  lead- 
ing to  various  degrees  of  evisceration.  The  umbilical 
cord  has  a normal  insertion  and  there  is  no  sac  cov- 
ering the  herniated  abdominal  contents.  This  is  a 
true  surgical  emergency  requiring  early  operation  for 
survival.  It  is  seldom  possible  to  close  these  defects 


in  one  stage  due  to  the  inability  of  the  peritoneal 
cavity  to  receive  the  large  amount  of  edematous 
bowel  encased  in  fibrinous  exudate.  Recent  develop- 
ments of  a satisfactory  prosthetic  material  (silon) 
to  act  as  a cover  to  the  eviscerated  bowel  has  al- 
lowed successful  staged  closure.^  This  approach 
eliminates  the  complications  of  pulmonary  insuffi- 
ciency and  cardiac  failure  previously  due  to  eleva- 
tion of  the  diaphragms  and  vena  cava  compression 
associated  with  attempts  at  primary  closure.  Prema- 
turity, sepsis,  gangrenous  small  bowel  requiring  re- 
section, and  shortened  bowel  associated  with  this 
condition  account  for  the  current  mortality  rates 
ranging  from  15  per  cent  to  50  per  cent. 

Omphalocele:  The  small  omphalocele  appearing 
as  a convex  disc  of  amniotic  membrane  above  the 
abdominal  wall  at  the  site  of  the  umbilical  cord  usu- 
ally offers  no  difficulty  in  primary  repair.  Most  often 
however,  one  is  faced  with  a large  defect  covered 
with  amnion  and  containing  most  of  the  abdominal 
viscera.  The  undeveloped  peritoneal  cavity  cannot 
accommodate  these  organs.  In  addition,  malrotation 
is  usually  present.  If  the  omphalocele  sac  is  rup- 
tured, a clinical  situation  similar  to  that  of  gastros- 
chisis exists. 

When  the  infant  is  first  seen,  the  sac  or  eviscerat- 
ed bowel  should  be  covered  with  moist  sterile 
sponges  and  the  abdomen  wrapped  loosely  to  pre- 
vent pressure  on  the  herniated  mass.  Nasogastric  in- 
tubation and  suction  is  instituted  to  prevent  increas- 
ing gaseous  distention  of  the  bowel.  Again  staged  re- 
pair using  a silon  prosthesis  allows  one  to  gradually 
increase  the  capacity  of  the  peritoneal  cavity  and  ob- 
tain primary  closure  of  the  abdominal  wall  defect 
within  a period  of  two  weeks.  Since  prolonged  ileus 
during  this  time  is  the  rule,  oral  alimentation  is  usu- 
ally precluded  and  adequate  caloric  intake  is  ob- 
tained with  parenteral  hyperalimentation  via  a cathe- 
ter placed  in  the  superior  vena  cava.  Successful  out- 
come in  management  of  these  huge  defects  today  de- 
pends upon  our  ability  to  prevent  sepsis. 

Medical  College  of  Georgia  30902 
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A Deep  Ulcer  and  Stricture 
of  the  Esophagus 

WILLIAM  WHITAKER,  M.D.  and  AL  MORLANG,  M.D.,  Atlanta- 


Dr.  William  Whitaker:  The  patient  to  be  pre- 
sented is  a 6 3 -year-old  male  who  gives  a history  of 
dysphagia  for  a period  of  12  years.  This  is  a repre- 
sentative film  of  barium  swallow  done  three  years 
ago.  Dr.  Morlang,  what  do  you  think  of  this  radio- 
graph? (Figure  1) 

Dr.  A1  Morlang:  This  film  demonstrates  a con- 
stricting lesion  involving  the  lower  esophagus  which 
is  atypical  for  neoplasm.  The  mucosa  appears  intact 
in  the  region  of  the  constrictive  segment.  The  spot 
film  demonstrates  evidence  of  an  ulcer  in  the  region 
of  the  lesion,  and  possibly  a second  ulceration  which 
is  smaller  in  size.  The  shelving  margin  at  the  prox- 
imal extent  of  the  lesion  certainly  would  suggest  the 
possibility  of  carcinoma.  The  duration  of  symptoms 
would  be  against  this  possibility. 

The  fundus  of  the  stomach  appears  to  be  col- 
lapsed and  non-distensible  on  these  films.  This  sug- 
gests the  possibility  of  infiltrating  carcinoma  in  the 
fundus  of  the  stomach  which  is  invading  the  lower 
esophagus.  Again,  this  would  be  unlikely  in  view 
of  the  duration  of  these  symptoms. 

The  projections  in  the  region  of  the  narrowed 
segment  appear  to  represent  actual  ulcerations  rather 
than  diverticula.  They  have  the  appearance  of  peptic 
ulcerations  in  the  stomach,  the  ulcerations  are  deep. 
The  presence  of  deeper  ulcerations,  such  as  shown 
here,  suggests  the  possibility  of  Barrett’s  esophagus 
and  ulcerations.  Barrett’s  esophagus  has  been  de- 
scribed as  ectopic  gastric  mucosa  in  the  lower  esoph- 
agus with  ulcerations  which  occur  at  the  junctional 
epithelium  between  normal  esophageal  mucosa  and 

* From  a weekly  x-ray  conference.  Department  of  Radiology,  Emory 
University  School  of  Medicine,  Atlanta,  Georgia  30322.  The  confer- 
ence material  was  edited  by  Drs.  J.  L.  Clements,  Jr.  and  H.  S.  Weens. 


FIGURE  1 


Spot  film  of  lower  esophagus  demonstrating  constricting 
lesion.  The  arrows  indicate  a large  penetrating  ulcer  and 
a second  smaller  crater. 

the  gastric  mucosa  when  gastroesophageal  reflux  oc- 
curs. These  represent  true  peptic  ulcerations. 

Dr.  Whitaker:  The  patient  had  a recent  barium 
swallow  examination  three  years  after  the  examina- 
tion you  just  discussed  (Figures  2 and  3). 

Dr.  Morlang:  There  has  been  progressive  shorten- 
ing of  the  stenotic  segment  in  the  lower  esophagus, 
this  would  be  secondary  to  scarring  and  stricture 
formation  with  longitudinal  contracture  of  the  wall 
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of  the  esophagus.  This  also  indicates  an  inflamma- 
tory process.  There  appears  to  be  a small  segment 
just  below  the  esophagus  which  may  represent  a 
hiatal  hernia,  which  is  stretched  and  distorted  by  the 
longitudinal  shortening  of  the  scarred  esophagus. 

Dr.  Whitaker:  Wouldn’t  reflux  esophagitis  without 
ectopic  gastric  mucosa  ulcerate? 

Dr.  Morlang:  The  ulcerations  with  reflux  esopha- 
gitis are  quite  superficial  and  most  often  are  not  large 
enough  to  be  recognized  radiographically.  The  deep 
penetrating  ulcers,  which  as  we  see  here,  are  usually 
junctional  in  nature. 

Dr.  Whitaker:  The  patient  underwent  open  thor- 
acotomy and  the  strictured  segment  of  the  esophagus 
was  removed  and  an  esophagogastrostomy  was  per- 
formed. Dr.  Palmer,  will  you  discuss  the  pathology? 

Dr.  Capers  Palmer:  The  gross  specimen  demon- 
strates evidence  of  a deep  penetrating  ulcer  in  the 
region  of  the  stenosed  lower  esophagus.  There  is  a 
tremendous  amount  of  inflammation  in  the  wall  of 
the  esophagus  at  this  level  with  marked  thickening 
of  the  wall.  This  is  similar  to  what  we  see  in  the 
duodenum  with  chronic  peptic  ulcer  disease  with 
scarring  and  thickening  of  the  wall. 

Histologically,  the  region  of  the  ulceration  shows 
complete  destruction  of  the  mucosa  so  that  we  can- 
not identify  the  character  of  the  epithelial  lining  at 
the  level  of  the  ulceration,  however  in  another  area 
near  the  ulceration,  mueus  secreting  glands  are  pres- 
ent indicating  that  this  would  go  along  with  Barrett’s 
ulcer.  The  proximal  site  of  resection  demonstrates 
the  presence  of  gastric  mucosa  with  parietal  cells. 
This  should  be  considered  congenitally  ectopic  gas- 
tric mucosa  since  glandular  tissue  is  present.  This 
would  be  similar  to  the  ectopic  gastric  mucosa  that 
occurs  in  the  Meckel’s  diverticulum. 

Comment 

Chronic  esophagitis  is  a fairly  frequent  complica- 
tion of  direct  sliding  type  hiatal  hernia  with  gastro- 
esophageal reflux.  Esophagitis  of  this  type  is  infre- 
quently diagnosed  by  radiographic  examination  since 
ulcerations,  if  they  occur,  are  very  superficial  in 
nature.  An  unusual  variation  in  the  esophagus  is  the 
presence  of  ectopic  or  heterotopic  gastric  mucosa  in 
the  lower  esophagus  (Barrett’s  esophagus).  When 


FIGURE  2 

Initial  film  showing  stricture  in  the  distal  esophagus.  The 
ulcer  craters  are  not  demonstrated  on  this  view. 


FIGURE  3 

Follow-up  after  three  years  showing  progressive  stricture 
formation  with  shortening  of  the  strictured  segment.  A 
stretched  distorted  herniated  stomach  is  demonstrated  be- 
low the  stricture  on  both  examinations. 

gastroesophageal  reflux  occurs  in  this  instance,  this 
abnormal  mucosa  has  a tendency  to  develop  the 
peptic-type  of  ulcerations  which  are  the  deep  pene- 
trating type  seen  in  the  stomach  and  duodenum.  The 
patient  may  have  ectopic  or  heterotopic  mucosa  in 
the  lower  esophagus  without  signs  or  symptoms  un- 
less hiatal  hernia  develops  with  gastroesophageal  re- 
flux. 
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Only  16  similar  cases  have 
been  reported  previously 


Retroperitoneal  Abscess  From  Posterior 
Perforation  of  Duodenal  Ulcer 

H.  T.  EDMONDSON,  M.D.  and  DANIEL  B.  TERRY,  JR.,  M.D.,-  Augusta 


The  INFLAMMATORY  REACTION  from  duodenal  ul- 
cers which  perforate  posteriorly  usually  is  localized 
to  the  ulcer  bed.  Local  defenses  normally  seal  off  the 
area  and  prevent  diffuse  spread  of  intraluminal  con- 
tents and  abscess  formation.  The  recent  occurrence 
at  this  hospital  of  a massive  and  diffuse  retroperito- 
neal infection  from  a perforated  posterior  duodenal 
ulcer  prompted  this  report.  This  event  is  apparently 
very  rare  as  only  16  similar  cases  of  duodenal  and 
one  of  gastric  ulcer  perforation  have  been  reported 
in  the  medical  literature.  A search  of  our  records 
failed  to  recall  a similar  incident  at  this  hospital. 
Early  diagnosis  is  imperative  as  delayed  surgical  in- 
tervention is  invariably  fatal. 

Report  of  a Case 

A 54-year-old  male  was  admitted  to  the  Veterans 
Administration  Hospital  in  January,  1972,  with  a 
three-day  history  of  severe  abdominal  pain  and  in- 
termittent vomiting.  The  onset  of  the  pain  was  rela- 
tively sudden,  and  it  was  localized  in  the  epigastrium. 
It  eventually  radiated  down  into  the  right  abdomen 
and  became  most  severe  in  the  right  lower  quadrant. 
Past  history  revealed  surgical  closure  of  an  anteriorly 
perforated  duodenal  ulcer  five  years  previously.  The 
patient  described  ulcer  symptoms  on  occasion  in  the 
interim,  and  in  1968  had  an  x-ray  documented  pos- 
terior duodenal  ulcer.  He  was  advised  to  have  sur- 
gical treatment  of  the  ulcer  at  that  time,  but  refused 
the  operation.  A follow-up  upper  gastrointestinal 
x-ray  study  in  1970  did  not  reveal  an  ulcer. 

Physical  examination  was  that  of  febrile  (103°), 
dehydrated  patient  with  a silent,  but  essentially  non- 
tender abdomen.  White  blood  count  was  9000  with 
90  percent  polys;  HBG  16.8;  HCT  48  percent. 
Urinalysis  was  negative.  X-rays  of  the  abdomen 
(Figure  1)  were  consistent  with  an  ileus.  The  right 
abdomen  showed  a generalized  density,  which  at  the 
time  was  not  thought  to  be  an  abscess.  Clinical  tests 

* From  the  Dept,  of  Surgery,  Medical  College  of  Georgia,  and  the 
Surgical  Service  of  the  VA  Hospital,  Augusta,  Georgia. 


for  psoas  irritation  were  unremarkable.  Peritoneal 
paracentesis  did  not  produce  free  intraperitoneal 
fluid.  Supportive  therapy  was  begun,  and  continued 
for  24  hours.  The  patient  was  then  taken  to  the 
operating  room  with  a tentative  diagnosis  of  a local- 
ized inflammatory  mass  resulting  from  either  a per- 
forated duodenal  ulcer  or  a perforated  appendix. 
Absence  of  abdominal  wall  tenderness  was  noted 
but  not  explained. 

Surgical  exploration  revealed  a massive  retroperi- 


FIGURE  1 


Abdominal  film  showing  density  in  patient’s  right  abdo- 
men, thought  at  the  time  probably  to  represent  an  in- 
ti’aperitoneal  inflammation. 
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toneal  abscess,  centered  in  the  retroduodenal  area 
with  extension  into  the  lesser  sac  and  down  the  right 
retrocolic  space.  The  origin  of  this  abscess  was  found 
to  be  a posterior  duodenal  ulcer  which  had  perfo- 
rated and  spread  into  the  retroperitoneal  space.  The 
duodenum  was  so  destroyed  and  fragmented  by  the 
abscess  or  inflammatory  reaction  that  it  had  to  be 
divided,  closing  its  stump  with  duodenostomy  tube 
drainage.  The  stomach  was  closed  distally  and  a low 
posterior  gastrojejunostomy  performed.  Multiple 
penrose  drains  were  left  to  extend  through  the  skin 
of  the  right  flank.  The  postoperative  course  was 
complicated  by  pneumonia,  pancreatitis,  sepsis,  and 
breakdown  of  the  duodenal  stump.  He  expired  on  the 
tenth  postoperative  day,  having  failed  to  overcome 
the  general  deterioration  from  these  multiple  compli- 
cations. Postmortem  examination  confirmed  the  op- 
erative findings  and  diagnosis  and  showed  an  intact 
gastroenterostomy  and  distal  gastric  suture  line. 

Incidence 

Hashmonai,  et  al.,^  in  March,  1971,  reviewed  the 
world  literature  and  reported  four  cases,  making  a 
total  of  13  proven  instances  up  to  that  time.  Since 
then,  Wulsin,^  in  March,  1972,  reported  four  addi- 
tional proven  cases,  which  with  this  current  report, 
brings  the  number  of  cases  reported  to  date  to  18. 

Diagnosis 

Of  these  17  cases  reported  in  the  literature,  ap- 
proximately one-half  had  had  ulcer  symptoms  prior 
to  the  perforation.  Severe  epigastric  pain,  often  radi- 
ating into  the  right  lower  abdomen,  and  associated 
vomiting  were  the  usual  initial  symptoms.  Fever, 
leukocytosis,  and  decreased  peristalsis  were  com- 
mon. Abdominal  tenderness  and  rigidity,  the  usual 
signs  of  intraperitoneal  perforation,  were  often  mini- 
mal. 

The  pre-existing  ulcer  had  been  diagnosed  by 
x-ray  in  approximately  one-half  of  the  cases.  In  one 
case,  which  was  the  only  gastric  ulcer,  mediastinal 
air  was  seen  on  x-ray.  In  our  case,  we  were  aware 
of  a previous  duodenal  ulcer  that  had  perforated 
anteriorly,  and  assumed  the  possibility  of  a repeat 
anterior  perforation.  The  plain  x-ray  film  of  the 
abdomen  strongly  suggested  an  abscess  in  the  right 
upper  quadrant  but  we  were  unable  to  extract  puru- 
lent fluid  by  peritoneal  tap.  The  correct  diagnosis  in 
our  case  was  not  established  prior  to  laparotomy.  Two 
previously  reported  cases  were  correctly  diagnosed 
prior  to  operation  by  the  presence  of  retroperitoneal 
air.  Twelve  were  diagnosed  at  autopsy.  Twelve  were 
explored  surgically  and  noted  to  have  a retroperito- 
neal abscess,  recognized  at  the  time  as  being  due  to 
posterior  perforation  of  a peptic  ulcer  in  only  three 
instances. 


All  but  five  of  the  17  cases  previously  reported 
died  of  complications  resulting  from  their  perfora- 
tion. This  high  mortality  in  part  can  be  attributed  to 
delay  in  operation  because  of  the  difficulty  in  estab- 
lishing an  early  diagnosis,  but  the  mortality  was  also 
high  in  those  instances  when  exploration  was  reason- 
ably early  and  the  retroperitoneal  space  adequately 
drained.  Hashmonai  suggests  that  drainage  alone  is 
probably  insufficient  as,  unlike  other  retroperitoneal 
abscesses,  those  due  to  duodenal  perforation  have 
access  to  duodenal  contents  with  enzymatic  activity. 

The  question  arises:  What  additional  measures  are 
indicated?  In  our  case  it  was  not  feasible  to  close  or 
patch  the  hole  from  a posterior  approach.  Therefore, 
in  addition  to  retroperitoneal  drainage,  the  duode- 
num was  closed  over  tube  drainage,  the  distal  stom- 
ach closed,  and  a low  posterior  gastrojejunostomy 
performed.  It  was  anticipated  that  at  a later  date 
resection  of  the  gastric  antrum  and  vagotomy  would 
be  performed.  Unfortunately,  the  patient  did  not 
survive,  probably  because  of  the  relatively  far  ad- 
vanced state  before  operative  intervention.  In  view 
of  the  high  mortality  associated  with  retroperitoneal 
drainage  alone,  it  would  seem  necessary  to  divert 
the  gastric  outflow  away  from  the  perforation.  If  the 
patient’s  condition  permits  a gastric  resection  with 
Bilroth  II  anastomosis  should  be  considered. 

Summary 

A case  of  massive  retroperitoneal  infection  from 
posterior  perforation  of  duodenal  ulcer  has  been 
presented.  The  patient  did  not  survive,  probably  be- 
cause of  a delay  in  surgical  exploration.  This  event 
is  rare  as  only  17  other  cases  have  been  report- 
ed. In  approximately  one-half  of  these  cases  duo- 
denal ulcer  disease  had  been  established  by  x-ray 
or  strongly  considered  clinically.  However,  posterior 
perforation  was  not  often  appreciated  as  the  etiology 
of  retroperitoneal  abscess  when  discovered  at  sur- 
gical exploration.  It  is  important  that  the  surgeon 
be  aware  of  posterior  duodenal  ulcer  perforation  as 
a possible  cause  of  this  event.  Early  operative  inter- 
vention is  mandatory. 

Retroperitoneal  drainage  alone  is  apparently  not 
sufficient  and  is  associated  with  a very  high  mortality. 
It  is  felt  that,  although  unsuccessful  in  this  instance, 
diversion  of  the  gastric  outflow  should  be  established 
by  some  means  in  addition  to  adequate  drainage. 

VA  Hospital  30904 
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-4 A'  the  world  moves  toward  urbanization 
and  indnstrialization^  additional 
psychologists,  social  workers  and  nurses 
will  be  needed  to  assist  the  work  of  the 
psychiatrist. 


Mental  Health  Services  in  a Changing  World 

ADDISON  M.  DUVAL,  M.D.,*  Atlanta 


]P RESIDENT  Bunting,  members  of  the  faculty  and 
student  body,  distinguished  guests,  ladies  and  gentle- 
men: 

It  is  a distinct  honor  and  a great  pleasure  for  me 
to  appear  before  you  today  as  the  recipient  of  your 
college’s  Distinguished  Service  Award.  I consider 
this  award  as  the  capstone  of  my  40  years  of  public 
service  in  the  mental  health  field.  I am  deeply  grate- 
ful, and  would  like  to  share  with  you  a few  thoughts 
gleaned  from  those  years. 

From  many  directions  and  from  many  individuals 
in  our  country  comes  the  insistent  voice  of  opinion 
that  we  are  living  in  an  era  of  the  greatest  changes 
ever  faced  by  modern  man. 

Dr.  Philip  R.  Lee  (former  assistant  secretary. 
Dept,  of  Health,  Education  and  Welfare)  put  it  this 
way  when  he  said, 

“But  today  I think  we  can  say  with  certainty  that 
never  before  have  worldwide  currents  of  change 
converged  so  swiftly  upon  a single  generation.  Never 
before  has  the  need  to  deal  with  events  constructive- 
ly demanded  so  much  in  the  way  of  flexibility,  inno- 
vation, and  foresight.” 

In  my  discussion  with  you  today,  I will  try  to 
identify  some  of  these  changes  and  the  influences 
which  they  have  on  mental  health  programs  in  this 
country. 

Second,  I will  try  to  point  out  man’s  need  for  suc- 
cessful adaptation  to  himself  and  to  his  environment 
in  his  search  for  stability  and  meaning  in  life. 

Changes  Faced  by  Modern  Man 

There  are  many  changes  going  on  in  our  world 
today.  Some  of  these  can  be  readily  identified  while 

* Director,  Division  oj  Mental  Health,  Georgia  Department  oi  Pub- 
lic Health.  Speech  was  presented  at  Georgia  College  at  Milledgeville, 
May  3,  1972,  in  response  to  acceptance  of  a Distinguished  Service 
Award  from  the  college. 


Others  cannot.  Probably  for  the  first  time  in  history, 
we  can  see  a realistic  chance  to  develop  a world 
without  hunger,  poverty,  ignorance,  or  disabling 
disease.  This  possibility  is  primarily  due  to  an  enor- 
mous increase  in  knowledge  related  to  nutrition, 
family  planning,  control  of  infections,  environmental 
hygiene  and  human  behavior.  So  many  changes  are 
taking  place  that  someone  has  said — if  the  human 
race  is  to  survive,  it  will  have  to  change  its  ways  of 
thinking  more  in  the  next  20  years  than  in  the  last 
2,000  years.  But  surely,  these  new  changes — though 
demanding,  and  at  times  even  frightening,  are  within 
the  capacity  of  successful  adjustment.  However,  I 
think  we  should  feel  a sense  of  urgency  about  solu- 
tions when  we  remember  that  the  United  States  and 
Russia  together  have  enough  fissionable  material  to 
eliminate  at  least  one-eighth  of  all  life  on  this  earth! 

What  are  some  of  the  more  important  changes  in 
our  present  national  way  of  life  which  we  should  be 
aware?  I will  list  only  10  of  these  changes,  all  of 
which  are  sociological  in  nature.  You  could.  I’m 
sure,  supply  your  own  list  of  changes.  Mine  has 
these : 

1 . Population  explosion. 

2.  Increased  urbanization. 

3.  Advance  of  industrialization. 

4.  Increase  in  mobility  of  population. 

5.  Increase  in  standard  of  living. 

6.  Increase  in  population  and  span  of  life. 

7.  More  leisure  time. 

8.  Changing  family  life. 

9.  Increased  scientific  knowledge  of  man. 

10.  Changing  roles  of  most  professional  person- 
nel. 

Let  us  take  a look  at  some  of  the  results  of  these 
changes,  all  of  them  current  and  living — by  no 
means  complete.  They  have  involved  me.  and  most 
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certainly  involve  you — personally  and  professionally. 

Our  population  explosion  is  a most  important 
problem.  One  hundred  forty  million  in  1945,  185 
million  in  1965,  250  million  by  1980  and  400  mil- 
lion by  2010.  But  look  also  at  the  change  in  age 
groups.  In  1945,  there  were  75  people  under  20 
years  old  and  over  65  for  every  100  between  20  and 
65.  In  1969,  this  ratio  rose  to  85  and  by  1980  it  is 
predicted  to  go  above  100.  At  that  time  then  the  ra- 
tio of  largely  dependent,  non-producing  individuals 
will  equal  or  surpass  in  number  the  middle  age  or 
producing  group.  What  impact  will  this  have  on  our 
economy  and  other  practical  aspects  of  living?  For 
instance,  must  we  plan  to  defer  retirement  from  65 
to  70  or  even  75?  Or  will  technological  advances 
permit  more  production  with  less  people  employed? 

By  1975,  about  80  per  cent  of  the  people  in  the 
United  States  will  live  in  towns  and  cities.  By  the 
year  2000,  it  is  predicted  that  90  per  cent  of  the 
people  of  the  world  will  live  in  cities  of  20,000  and 
up  and  50  per  cent  will  live  in  cities  of  100,000  and 
up. 

At  present,  70  per  cent  of  the  people  of  the 
U.S.A.  live  on  two  per  cent  of  its  land  area.  The 
density  of  population  varies  widely  in  our  larger 
cities.  For  instance,  Philadelphia  has  about  1,225 
persons  per  square  mile  while  Detroit  has  1,915,  At- 
lanta 800,  Cleveland  2,610  and  New  York  has  14,- 
759  per  square  mile.  This  concentration  of  human 
beings  in  our  cities  produces  all  sorts  of  troublesome 
and  expensive  demands  for  the  services  these  people 
need.  Water,  clean  air,  electricity,  housing,  garbage 
and  sewage  disposal,  schools,  recreation  and  health 
to  name  a few.  The  solution  of  these  problems  of  liv- 
ing is  considered  by  some  to  be  the  challenge  of  the 
century.  Billions  of  dollars  will  be  spent  in  the  next 
few  years  attempting  to  solve  these  problems  but  the 
prospect  remains  that  more  and  more  people  will 
move  in  to  further  increase  the  population  density 
of  our  cities. 

Now,  let’s  look  at  the  changes  taking  place  in  oc- 
cupations at  present.  The  one-family  farm  is  almost 
extinct.  Less  than  10  per  cent  of  our  people  now 
work  on  farms,  but  we  use  more  farm  acreage  than 
ever  before.  Industry  employs  26  per  cent.  Most  of 
us  follow  the  habit  of  not  making  for  ourselves  any- 
thing we  can  get  others  to  make  for  us.  In  so  doing, 
some  of  us  are  doing  more  mental  work  and  less 
physical  work  and  getting  fat  in  the  process.  And  our 
leisure  time  is  going  to  multiply  two  or  three  fold! 

What  will  we  do  with  that  much  leisure  time? 
Television?  Slowly  sinking  into  the  non-productive 
swamp  of  spectator  sports? 

Out  of  all  these  changes  there  is  developing  an  un- 
derstanding that  we  simply  cannot  as  a nation  go  it 
alone  in  this  new  and  different  world.  As  my  friend. 


Professor  J.  W.  Fanning,  former  executive  vice- 
president  of  the  University  of  Georgia  says,  “Never 
has  man  been  more  dependent  upon  man  than  to- 
day— yet  never  have  men  been  in  greater  conflict 
than  today.  Our  communities  are  a mass  of  inter- 
dependencies.” 

A noted  psychiatrist  and  neurologist  said  30  years 
ago  that  “The  greatest  trouble  with  the  world  today 
is  the  perversity  and  contrariety  of  human  behavior.” 

These  words  might  better  have  been  spoken  to- 
day, as  we  hear  this  idea  expressed  in  many  differ- 
ent ways. 

“These  strange  young  people  with  long  hair  and 
beards,”  “Mini-skirts  are  about  to  bottom  out  on 
us,”  “I  can’t  understand  the  uninhibited  sex  of  teen- 
agers,” “What  is  this  trip  the  college  students  keep 
talking  about?,”  “What  has  happened  to  the  old- 
fashioned  standards  of  personal  behavior?,”  “The 
generation  gap  is  something  I don’t  understand,” 
“What  has  become  of  the  old-fashioned  religious 
home?”  My  young  friends,  who  is  to  supply  the  an- 
swers to  questions  of  this  sort  that  drive  a wedge  be- 
tween generations? 

The  Need  for  Adaptation 

Let  us  now  turn  our  attention  to  the  subject  of  hu- 
man growth  and  adaptation.  Let  us  see  whether 
there  is  any  way  that  we  can  view  the  human  animal 
in  a simple  and  understandable  way  so  that  we  can 
have  a clearer  understanding  of  the  stereotype  that 
we  call  a normal  human  being. 

Modern  science  tells  us  that  man  is  an  integrated 
biological,  psychological,  sociological  and  spiritual 
organism.  This  view  permits  us  to  consider: 

1 . Man’s  physical  health  and  illness. 

2.  Man’s  emotional  health  and  illness. 

3.  Man’s  social  health  and  illness. 

4.  Man’s  spiritual  health  and  illness. 

Our  conception  of  man  is  broadened  and  also 
clarified  by  looking  at  him  from  these  different 
points  of  view. 

But  even  before  we  view  individual  man  in  this 
broad-spectrum  manner,  we  should  consider  what 
comes  to  him  by  way  of  heredity.  The  greater  part 
of  the  potential  destiny  of  an  individual  person  is  de- 
cided by  the  time  of  birth.  At  that  time  the  inborn 
potential  for  growth  and  maturation  is  already  estab- 
lished. Major  developmental  decisions  have  been 
made  concerning  the  size  of  the  brain,  the  normality 
or  abnormality  of  physical  conformation  and  func- 
tion such  as  congenital  heart  disease,  mental  retarda- 
tion, a paralyzed  limb,  cleft-palate  or  blood  cancer. 

In  view  of  this  “Birth  Potential”  regarding  health 
or  disease,  about  all  that  modern  medicine  can  rec- 
ommend is  for  the  newborn  to  have  the  best  living 
conditions  possible  so  that  the  greatest  growth 
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toward  good  health  can  take  place  within  the  limits 
of  the  birth  potential.  For  the  child  develops  in  ac- 
cordance with  what  is  provided  him  that  is  either  ad- 
vantageous or  detrimental  to  his  natural  growth  and 
development.  Thus  the  kind  of  early  life  experience 
of  the  child  is  very  important.  Good  nutrition,  a hap- 
py home,  supportive  love  and  affection,  attention  to 
childhood  infections  and  an  encouraging  and  stimu- 
lating environment,  all  tend  to  promote  good  health 
and  good  hygiene.  The  opposite  is  just  as  true.  Thus 
the  kind  and  type  of  childhood  may  well  mean  the 
difference  between  a normal  and  an  abnormal  adult. 
These  early  childhood  years  are  vital  and  we  cannot 
stress  this  fact  too  much. 

In  trying  further  to  understand  a human  being, 
it  sometimes  helps  to  think  about  (1)  the  basic  in- 
telligence of  the  person — low,  average,  superior;  (2) 
the  emotional  aspects  of  the  person — stable,  un- 
stable, adequate  or  inadequate;  and  (3)  the  inborn 
biological  instincts  or  urges  that  make  all  men  simi- 
lar but  different. 

In  these  several  approaches  to  the  understanding 
of  human  beings,  we  should  remember  that  all  hu- 
man behavior  is  goal-directed  and,  therefore,  capa- 
ble of  understanding.  But  scientific  understanding 
cannot  come  unless  we  know  what  type  person  we 
are  dealing  with,  his  early  life  experiences  and  de- 
terminants of  growth  and  development  and  also 
what  is  his  present  life  situation  with  reference  to  the 
satisfaction  or  dissatisfaction  of  his  basic  biological, 
psychological,  social,  and  spiritual  needs.  How  a 
particular  person,  with  his  inherited  and  acquired 
characteristics,  is  adjusting  to  his  life-situation,  in- 
cluding his  environmental  situation  at  that  particular 
time,  constitutes  his  state  of  health. 

At  this  point  we  could  speculate  that  all  of  life  is 
a continuing  conflict — whether  this  be  mostly  bio- 
logical, psychological,  social  or  spiritual  or  whether 
it  be  a conflict  in  two  or  more  of  these  areas. 

I have  not  said  much  so  far  about  the  psychologi- 
cal, social  or  spiritual  aspects  of  man.  For  the  sake 
of  brevity,  I must  not  spend  much  time  with  these 
in  spite  of  their  obvious  importance.  The  psychologi- 
cal issues  of  life  deal  mostly  with  feeling,  emotion, 
attitudes,  affection,  love,  generosity,  hate,  exhilara- 
tion, depression,  moodiness,  cheerfulness,  and  the 
like.  These  aspects  bring  meaning  and  feeling  tones 
to  the  everyday  happenings  of  life. 

Man  is  also  a social  animal,  and  as  such  he  nor- 
mally likes  to  relate  to  other  human  beings.  Inter- 
personal contacts  and  communications  are  enjoyed. 
He  likes  competition  with  his  social  equals.  He  tends 
to  develop  within  a natural  and  fitting  social  class 


as  a normal  phenomenon.  However,  personal  con- 
flicts often  develop  as  the  process  of  acculturation 
goes  forward.  These  conflicts  are  usually  due  to 
competition  between  the  biological  urges  and  the 
urges  for  acceptance  by  his  social  group.  Fortunate- 
ly for  most  of  us,  this  problem  was  reasonably  re- 
solved before  adulthood.  All  behavior  must  be  con- 
sidered in  the  light  of  sanctions  and  taboos  in  a par- 
ticular culture.  In  considering  the  presence  or  ab- 
sence of  what  we  caU  mental  illness,  it  is  most  im- 
portant to  understand  the  accepted  mores  and  cus- 
toms of  the  culture  to  which  the  individual  belongs. 
If  we  do  not,  we  can  be  led  very  far  afield  and  make 
gross  errors  in  mental  diagnosis. 

Personally,  I believe  man  has  an  inborn  need  for 
a spiritual  aspect  of  his  being.  He  has  a need  for  a 
belief  in  a stronger  being  or  force  outside  of  him- 
self. He  has  a need  for  believing  that  he  has  a desti- 
ny beyond  this  temporal  life  on  earth.  His  faith  and 
belief  in  such  Super  Being  can  help  sustain  man 
when  life’s  problems  are  about  to  overwhelm  him. 
This  spiritual  aspect  of  man  can  be  a great  source 
of  strength  and  personal  satisfaction.  As  a result,  life 
seems  more  valuable,  more  enjoyable  and  more 
meaningful. 

Fortunately  much  the  greater  number  of  people 
in  the  nation  remain  relatively  healthy  at  any  one 
time,  but  even  so  the  extent  of  mental  disorder  is  so 
great  that  without  doubt  it  is  our  number  one  health 
problem.  Let’s  examine  a few  of  the  statistics: 

Approximately  10  per  cent  of  the  people  in  the 
U.S.A.  suffer  from  some  type  of  mental  illness — 
mild  to  severe.  All  age  groups  are  affected  from  the 
very  young  to  the  very  old. 

More  than  500,000  people  are  in  mental  institu- 
tions at  any  one  time. 

More  people  are  admitted  to  mental  hospitals  in 
a year  than  are  committed  to  prisons  for  commis- 
sion of  crime  for  the  same  period. 

Some  20,000  persons  commit  suicide  each  year 
and  countless  others  make  an  attempt  without  at- 
tracting public  attention— or  the  suicide  disguised 
as  natural  or  accidental  death.  In  the  U.S.A. , the 
cost  of  mental  hospitalization  alone  runs  to  more 
than  three  billion  dollars  a year!  The  cost  of  new 
construction  for  mental  hospitals  has  passed  the 
four  billion  mark  for  the  past  10  years.  The  amount 
of  lost  earning  power  of  the  mentally  ill  over  that 
same  10-year  period  would  add  additional  billions 
to  the  total  cost. 

But  even  with  all  this  money  being  spent,  we  are 
still  not  doing  a really  adequate  job  of  treating  and 
rehabilitating  the  mentally  ill. 

A recent  report  from  the  National  Institute  of 
Mental  Health  indicates  that  two  per  cent  of  the  chil- 
dren in  this  country  under  age  18  need  treatment  for 
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emotional  disorders.  This  two  per  cent  amounts  to 
1,400,000  children  as  there  are  70  million  children. 
Only  473,000  children  receive  treatment  in  any  one 
year,  leaving  nearly  one  million  children  untreated. 

With  the  increase  in  birth  rate,  by  1975  one  and 
a half  million  children  will  need  treatment  for  emo- 
tional illness. 

In  addition  to  these  facts  about  mental  illness, 
there  are  all  sorts  of  hidden  or  partially  hidden  as- 
pects of  the  problem.  These  are  juvenile  delinquen- 
cy, divorce,  school  drop-outs,  drug  abuse,  alcohol- 
ism, absenteeism,  accident  proneness,  the  hidden 
suicidal  attempts,  and  others.  And  don’t  forget  that 
crime  costs  the  nation  20  billion  dollars  a year. 

The  Future 

In  order  to  meet  the  needs  of  our  citizens  for  men- 
tal health  services  it  seems  obvious  that  public  ser- 
vice programs — government  programs — must  be  the 
principal  modality  for  delivery  of  service,  supported 
secondarily  by  private  practice.  We  must  turn  away 
from  the  medical  disease  model  toward  a developing 
social  model  which  will  permit  of  helping  assistance 
being  given  by  others  than  the  psychiatrist.  We  see 
an  increasing  need  for  more  psychologists,  social 
workers  and  nurses.  With  special  training  we  can  use 


bachelor  degree  and  associate  degree  students  who 
will  serve  as  generic  mental  health  workers  with  the 
mentally  ill,  the  mentally  retarded,  the  alcoholic  and 
drug  abuser.  The  basic  ingredient  for  these  workers 
will  be  a liking  for  people  and  an  innermotivation 
to  help  others  who  are  less  fortunate — the  poor,  the 
sick,  the  troubled,  the  less  endowed,  the  addicted  or 
the  deprived.  But  their  idealism  must  be  made  of 
firm  stuff.  These  are  demanding  times,  and  an  aim- 
less desire  to  do  good  will  not  long  suffice. 

In  these  fields  it  seems  to  me  that  the  student’s 
search  for  identity  and  for  meaning  in  life  can  be 
consummated.  Here  may  be  found  purposeful  dedica- 
tion to  one’s  life  work.  This  is  a basic  visceral  reac- 
tion. It  pervades  one’s  whole  being.  This  develops 
into  a personal  ministry,  a personal  commitment,  a 
raison  d’etre. 

In  closing,  I thank  you  for  your  attention  and  in- 
terest and  commend  to  you  my  favorite  quotation 
from  Marcus  Aurelius — 

“I  expect  to  pass  through  this  world  but  once; 
therefore,  if  there  be  any  kindness  I can  show  or  any 
good  thing  I can  do  for  any  fellow  being,  let  me  do 
it  now;  let  me  not  defer  it  or  neglect  it,  for  I shall  not 
pass  this  way  again.” 

47  Trinity  Avenue,  S.W.  30334 


HIGHLIGHTS  OF  EXECUTIVE  COMMITTEE  OF  COUNCIL 

September  23,  1972 


Headquarters  Office  Report:  Received  report  on 
continued  search  for  legislative/ public  relations  staff 
member.  Received  notification  of  JMAG  managing  ed- 
itor’s resignation. 

Magnet  Conference:  Reviewed  plans  for  Conference 
scheduled  at  Stouffer’s  Inn,  Atlanta,  November  11-12 
with  emphasis  on  legislation-chiropractic. 

Appointments:  MAG  Committee  on  Communica- 
tions, Subcommittee  on  Liaison  with  County  Societies — 
Robert  P.  Wight,  M.D.,  Tifton;  Kidney  Disease  Advis- 
ory Committee,  Department  of  Human  Resources — 
Arthur  L.  Humphries,  M.D.,  DeKalb,  Elbert  Kuttle, 
M.D.,  Atlanta,  Garland  D.  Perdue,  M.D.,  Atlanta, 
William  C.  Waters,  M.D.,  Atlanta,  Joseph  S.  Wilson, 
M.D.,  Atlanta,  LaMonte  E.  Danzig,  Savannah. 

Medical  Advisory  Board:  Referred  to  Legislative 
Committee  for  MAG  support  in  1973  General  Assembly 
of  Bill  to  create  Medical  Advisory  Board  to  Director 
of  Department  of  Public  Safety. 

HMO  Legislation:  Referred  report  from  joint  Legis- 


lative and  Private  Practice  Committees  on  HMO  legis- 
lation for  additional  study  to  Committee  on  Legislation. 

MAG-GSNA  Joint  Practice  Committee:  Received 
report  from  Chairman  of  MAG  Subcommittee  on  Nurs- 
ing regarding  its  activities  and  delineating  the  role  of  the 
nurse  in  the  delivery  of  health  care  and  her  relationship 
to  the  physician’s  assistant. 

Computer  Billing  Service  for  Physicians:  Received 
report  from  legal  counsel  indicating  that  any  profit  from 
the  provision  of  such  service  would  be  taxed  on  the 
basis  of  unrelated  income  to  the  Georgia  Medical  Care 
Foundation. 

Acupuncture:  MAG  legal  counsel  reported  that  in  his 
opinion  acupuncture  in  Georgia  is  the  practice  of 
medicine. 

Socio-Economic  Seminars  for  Medical  Students, 
Residents  and  Interns:  Approved  sending  MAG  rep- 
resentative to  attend  similar  AMA  workshop  in  Chi- 
cago, Illinois.  MAG  seminar  scheduled  February  4, 
1973  in  Atlanta  and  February  17,  1973  in  Augusta. 
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The  American  Medical  Association: 
What  Is  It?  What’s  Wrong  With  It? 


I N JUNE,  1972,  in  testimony  before  the  Council  on  Long  Range  Planning  and 
Development  of  the  American  Medical  Association,  I stated  that  “The  primary 
strength  of  the  American  Medical  Association  is  now,  and  has  been,  the  result  of 
it  being  a federation  of  constituent  associations.”  That  is  the  answer  to  the  first 
question,  but  what  does  that  mean?  Simply,  that  the  show  begins  with  you  and  I 
and  our  local  medical  society,  then  grows  to  our  district  medical  societies,  then  to 
the  Medical  Association  of  Georgia,  functioning  in  concert  with  the  50  other  states 
and  territorial  associations  which  make  up  the  AMA.  The  most  important  link  in 
this  chain  is,  by  all  odds,  you  and  I,  and  the  local  medical  society. 

The  American  Medical  Association  is  not  some  giant  ruling  octopus  based  in 
Chicago  that  dictates  the  behavior  and  practice  of  every  American  Doctor  of 
Medicine.  The  above  statement  is  true  simply  because  you  and  I,  whether  we 
actively  participate  or  not,  elect  the  members  of  the  Medical  Association  of 
Georgia  delegation  to  the  House  of  Delegates  of  the  AMA.  These  members,  acting 
with  the  delegates  of  the  other  constituent  associations,  make  up  the  House  of 
Delegates  of  the  AMA.  This  is  the  governing  body,  the  policy  making  organiza- 
tion. So  you  and  I,  at  the  level  of  the  local  medical  society,  participating  actively 
or  by  default,  set  the  policies  of  the  AMA. 

This  brings  us  to  the  discussion  of  the  second  question,  the  symptoms  of  the 
disease,  if  you  please.  This  is  not  a new  subject;  in  fact,  it  has  been  going  on  since 
the  AMA  was  founded.  The  discussion  has  been  intensified  in  the  past  few  years, 
especially  with  the  introduction  of  so-called  “Third  Party  Medicine.”  Additional 
fuel  has  been  added  since  “government”  became  one  of  the  participants  in  Third 
Party  Medicine. 

One  of  the  first  symptoms  we  discover  is  that  all  Doctors  of  Medicine  in  the 
United  States  are  not  members  of  AMA.  It  is  true  at  the  present  time  more  than 
200,000  physicians  belong,  but  it  is  also  true  that  approximately  100,000  physi- 
cians do  not  belong  to  AMA.  Some  of  these  are  retired,  some  are  members  of  full 
time  teaching  staffs,  but  too  many  are  physicians  like  you  and  I,  who  do  not  know 
the  advantages  of  belonging,  and  this  includes  many  of  the  younger  physicians,  just 
out  of  training,  who  have  had  too  little  exposure  to  organized  medicine  in  general. 
How  much  have  you  and  I done  recently  to  recruit  any  of  these  people  to  mem- 
bership? Perhaps  the  worst  single  symptom  involved  in  the  whole  discussion  is 
“apathy.”  This  applies  to  your  and  my  apathy,  as  well  as  those  who  are  not  mem- 
bers of  AMA.  If  you  are  not  an  active  member  of  your  local  society  up  through 
MAG,  then  you  are  certainly  a poor  recruiter  and  example  for  those  who  are  not 
active,  as  well  as  those  who  are  not  members. 

The  next  major  problem  area  we  find  in  the  analysis  of  symptoms  is  that  of 
communications.  Let  us  admit  now  that  this  subject  is  a two  way  street.  Those  in 
positions  of  leadership  in  AMA  and  MAG,  including  the  professional  staff,  are 
making  a tremendous  effort  to  improve  every  known  technique  to  better  inform 
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membership  of  the  many  problems  that  we  as  a profession  face  and  what  is  being 
done  to  solve  them,  where  our  strengths  are  and  where  our  weaknesses  can  be 
found  and  corrected,  but  before  you  and  I can  be  informed  we  have  to  be  reached 
at  the  end  of  the  communication  pipe  line.  That  simply  means  that  more  than 
35  percent  of  us  (you  and  I)  must  actively  attend  our  local  society  meetings,  more 
than  30  percent  must  attend  district  meetings,  and  more  than  20  percent  must 
attend  the  state  meeting,  and,  above  all,  more  than  30  percent  of  us  must  respond 
to  our  first  class  mail.  How  about  starting  a chain  reaction  in  your  local  society 
just  to  read  this  issue  of  your  Journal  of  the  Medical  Association  of  Georgia. 

I am  sure  there  are  many  questions  that  come  up  which  could  easily  be 
answered,  if  there  were  an  opportunity.  Write  your  MAG  delegation  and  ask  us. 
Even  a post  card  will  do.  If  you  don’t  know  who  we  are  and  our  addresses,  write 
AM  A Delegates  at  the  MAG  Headquarters  (938  Peachtree  Street,  N.E.,  Atlanta, 
Georgia  30309)  and  we  will  receive  the  mail.  I personally  guarantee  you  a reply. 
If  you  would  like  a person-to-person  questions  discussion  of  these  topics  relating 
to  AMA,  let  us  know  and  let  your  county  society  officers  know,  and  your  delegation 
will  do  its  best  to  arrange  such  a discussion  as  early  as  is  practical. 

Finally,  may  I take  the  privilege  of  making  a personal  observation  that  covers 
25  years  of  activity  with  organized  medicine  from  the  local  society  up.  If  you,  as 
a physician,  will  participate  in  local  society  activities  regularly,  you  will  become 
so  involved  you  will  inevitably  become  informed  and  interested  for  yourself,  as 
well  as  your  profession. 

The  most  important  thing  of  all  for  us  to  remember  is  that  the  physicians  of 
this  nation  are  not  creatures  of  the  American  Medical  Association.  The  organiza- 
tion goes  from  the  grass  roots  up,  from  the  local  society  to  Chicago.  The  AMA  is 
now,  as  it  has  been  for  nearly  125  years,  a creature  of  physicians.  They  created  it. 
They  can  change  it.  They  can,  if  they  wish,  destroy  it,  but  if  they  want  their  pro- 
fession to  be  strong  for  their  own  benefit  and  for  the  benefit  of  the  public,  only 
they  can  make  it  so.  Only  physicians  can  give  the  AMA  the  strength  it  needs  to 
continue  its  important  programs  and  to  develop  new  ones  to  meet  new  needs. 

J.  W.  Chambers,  M.D. 


HIGHLIGHTS  OF  EXECUTIVE  COMMITTEE  OF  COUNCIL 

October  15,  1972 


Interspecialty  Council:  Received  report  on  proposed 
composition,  activities  and  responsibilities  of  the  Inter- 
specialty Council  that  included  representation  in  the 
House  of  Delegates  and  on  MAG  Council.  Instructed 
Long  Range  Planning  Committee  to  meet  with  Execu- 
tive Committee  of  Interspecialty  Council  to  study  the 
Council’s  proposal. 

Osteopaths:  Voted  to  oppose  any  change  in  the  in- 
terpretation of  the  Medical  Practice  Act  regarding  li- 
censure of  osteopaths  by  reciprocity  for  pre-1963 
graduates. 

Dissatisfaction:  Discussed  MAG  and  AMA  member 
dissatisfaction  and  methods  to  better  communicate 
with  members. 

Appointment:  Announced  appointment  of  Kathy 


Morse  as  JMAG  managing  editor. 

Headquarters  Building:  Agreed  to  pursue  investiga- 
tion of  new  site  for  MAG  Headquarters  Building. 

AMA  Appointments:  Recommended  to  AMA  that 
its  Councils  and  Committee  appointments  be  based  only 
on  state  medical  association  recommended  nominees. 

Foundation:  Approved  Foundation’s  serving  as  fiscal 
agent  for  health  access  stations  where  requested  by  local 
medical  societies. 

Executive  Secretary:  Received  report  from  Founda- 
tion on  hiring  of  executive  secretary,  Mr.  Gustav 
Anderson,  effective  November  1,  1972. 

Access  Stations:  Discussed  proposal  for  state  net- 
work of  Health  Access  Stations  to  be  financed  through 
state  and  GRMP  funds. 
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EXPANSION  OF  CARDIAC  MONITORING 
USING  RADIO-TELEMETRY 

CHARLES  B.  UPSHAW,  JR.,  M.D.,  Atlanta- 


It  IS  ONLY  IN  THE  LAST  10  years  that  satisfactory  electrocardiographic  equipment 
has  enabled  doctors  to  monitor  their  patient’s  cardiac  rhythm  continuously.  This 
improved  technology  allowed  the  opening  of  the  first  coronary  care  unit  in  1962, 
and  the  opening  subsequently  of  similar  units  in  almost  every  hospital  in  the 
country. 

Continuous  Observation 

The  word  “monitor”  (Latin,  monere,  to  warn  or  to  remind)  means  continuous 
observation  of  the  patient’s  cardiac  rhythm  by  using  an  oscilloscope  or  by  using  a 
direct  writing  ECG  instrument.  Before  1962,  doctors  despaired  of  ever  recording 
continuously  a patient’s  cardiac  rhythm  during  exercise  because  of  the  problems 
of  interference  on  the  ECG  by  skeletal  muscle  potential,  unsteady  ECG  baseline, 
and  poor  adherence  of  electrodes  to  the  patient.  New  techniques  have  solved  these 
problems  and  have  allowed  excellent  continuous  ECG  tracings  to  be  obtained,  not 
only  on  patients  resting  quietly  in  bed,  but  even  under  the  most  diverse  and  extra- 
ordinary situations.  It  is  astonishing  to  learn  that  cardiac  rhythm  has  been  moni- 
tored during  free-fall  parachuting;  during  the  violent  exercise  of  obstetrical  labor 
and  delivery;  in  pearl  divers;  and  in  ducks  and  various  mammals  during  underwater 
diving.  Even  an  insect’s  heart  rhythm  has  been  monitored. 

The  most  common  human  monitoring  today  occurs  in  the  setting  of  the  hospital 
ecu.  Trained  personnel  observe  the  ECG  as  displayed  on  the  oscilloscope,  and 
there  is  usually  available  the  additional  capacity  of  recording  selected  portions  of 
the  cardiac  rhythm  on  a direct  writing  ECG.  Cardiac  monitoring  as  used  in  this 
manner  has  been  a major  factor  in  enabling  the  doctor  to  treat  promptly  and 
successfully  life-threatening  cardiac  rhythm  disturbances  in  patients  suffering  from 
acute  coronary  heart  disease  and  thus  to  reduce  significantly  the  mortality  from 
this  disease. 

Limited  CCU  Beds 

The  CCU  system  is  enormously  expensive,  however,  and  most  hospitals  are  able 
to  equip  and  staff  only  about  one  CCU  bed  for  every  75  general  hospital  beds.  Since 
the  demand  for  these  specially-equipped  beds  is  so  great,  a patient  admitted  to  the 
CCU  with  an  acute  myocardial  infarction  may  be  permitted  to  remain  there  only 
during  the  most  dangerous  phase  of  the  myocardial  infarction,  that  is  for  the  first 
two  or  three  days  after  the  onset. 

The  monitoring  equipment  is  then  removed,  and  he  is  transferred  to  a general 
hospital  bed.  It  is  worrisome  to  doctors  that  their  patients  are  thus  suddenly  left 
without  continuous  observation  of  their  cardiac  rhythm.  It  would  be  impossible  to 
afford  a cardiac  monitor  for  every  hospital  bed.  Even  if  this  were  possible,  there 

♦ Prepared  at  the  request  of  the  Committee  on  Professional  Education  of  the  Georgia  Heart  Association. 
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would  not  be  sufficient  trained  personnel  to  observe  the  cardiac  rhythm  on  so 
many  oscilloscopes. 

Radio-Telemetry  System 

In  order  to  meet  this  need,  the  author  and  his  colleagues  at  Piedmont  Hospital 
in  Atlanta,  Georgia  have  devised  and  implemented  a simple,  relatively  inexpensive 
system  for  cardiac  monitoring  utilizing  radio-telemetry.  In  radio-telemetry,  patch- 
type  electrodes  are  placed  on  the  patient’s  chest.  Input  signals  from  these  elec- 
trodes are  carried  by  thin  wires  to  the  radio-transmitter.  This  apparatus  weighs 
about  10  ounces,  is  pocket-sized  and  battery  operated.  It  is  generally  strapped  on 
the  patient’s  chest  or  worn  in  a pajama  pocket.  No  other  wires  are  attached  to  the 
patient,  and  he  is  free  to  walk  around  in  his  room  or  in  the  hospital  hall. 

The  ECG  obtained  by  the  transmitter  is  broadcast  on  a frequency  beam,  the 
signal  being  transmitted  by  antennae  located  in  the  ceiling  to  a radio  receiver 
located  in  the  hospital  CCU.  The  ECG  signals  thus  received  are  channeled  into  an 
oscilloscope  or  direct  writing  ECG  instrument  for  observation  and  study.  In  our 
system,  antennae  have  been  placed  in  ceilings  of  the  hall  throughout  the  hospital  in 
such  a way  as  to  pick  up  radio-ECG  signals  from  any  portion  of  the  hospital  and 
to  transmit  them  directly  to  our  CCU.  There,  trained  personnel  are  able  to  observe 
the  cardiac  rhythm  of  these  patients  just  as  they  do  for  patients  confined  to  the 
CCU  itself.  Thus  we  have  the  capacity  to  monitor  the  cardiac  rhythm  of  any 
patient  at  every  location  throughout  the  hospital,  and  we  have  been  able  to  cover 
all  our  hospital  beds  by  merely  adding  six  radio-telemetry  units.  This  coverage 
includes  not  only  all  general  hospital  beds,  but  also  emergency  rooms,  labor  and 
delivery  rooms,  pediatric  beds  and  nursery  beds. 

Availability 

The  Piedmont  Hospital  is  a six-story  general  hospital  and  has  approximately 
300  beds.  For  monitoring  purposes  we  have  four  CCU  beds  with  regular  wire 
attachments  to  the  patient  for  monitoring.  In  addition,  we  have  six  radio-telemetry 
units  (transmitter,  receiver,  oscilloscope)  with  four  of  the  radio-receivers  and 
oscilloscopes  located  in  the  CCU  and  two  located  in  the  emergency  room. 

This  system  has  allowed  continuous  monitoring  of  the  cardiac  rhythm  of  patients 
who  have  been  discharged  from  the  CCU.  Further,  it  allows  monitoring  of  patients 
with  diverse  cardiovascular  problems  while  they  are  at  bedrest  and  while  ambulat- 
ing. There  are  multiple  potential  uses  for  this  system.  It  is  relatively  inexpensive, 
covers  the  entire  hospital,  and  provides  permanent  tracings  that  are  mainly  free 
of  artifacts.  To  date,  the  number  of  telemetry  units  in  use  in  our  hospital  has  been 
sufficient  to  meet  the  demands  for  its  daily  use. 

384  Peachtree  Street,  N.E.  30308 


DICKEY-MANGHAM  COMPANY 

/?  // 

Insuring  Georgians  Since  1886 
1335  First  National  Bank  Tower 

liaLLcLtd  3 

Atlanta,  Ga.  30303  Phone  521-1541 

Dispensing  Opticians 

Quality  and  Service  Since  1905 

Complete  Insurance  Service 

for 

Physicians  and  Surgeons 

Professional  Liability — Life — Disability 
Keogh  Plans 

105  PEACHTREE  STREET,  N.E. 

W.  W.  ORR  DOCTORS  BUILDING 
BAPTIST  PROFESSIONAL  BUILDING 

Low  St.  Paul  Liability  Rates 

SHEFFIELD  MEMORIAL  BUILDING 

NOVEMBER  1972,  Vol.  61 


383 


PRINCIPLES  GOVERNING 
PHYSICIAN-ATTORNEY  RELATIONS 

RANDALL  L.  HUGHES,  Atlanta* 


P 

X HYSiciANS  FREQUENTLY  have  occasion  to  serve  as  witnesses  at  trials  or  deposi- 
tions and  to  supply  reports  directly  to  attorneys,  insurers,  government  agencies  or 
adverse  parties.  While  the  extent  of  the  burden  imposed  upon  the  physician 
by  such  testifying  and  reporting  varies  markedly  with  his  specialty,  all  physicians 
are  to  some  extent  required  to  perform  this  forensic  function. 

In  an  effort  to  avoid  disputes  between  physicians  and  attorneys  and  to  “obtain 
better  understanding,  professional  cooperation  and  harmonious  approaches  to 
matters  of  interest,”  the  Medico-Legal  Committees  of  the  Medical  Association  of 
Georgia  and  the  State  Bar  of  Georgia  have  adopted  a declaration  of  principles, 
referred  to  as  “The  Principles,”  intended  to  establish  standards  for  governing 
physician-attorney  relationships.  In  this  space  this  month,  an  attempt  will  be  made 
to  familiarize  you  with  “The  Principles”  jointly  adopted  by  the  medical  and  legal 
professions  of  this  State  and  to  give  a brief  practical  guide  for  their  application. 

A physician  usually  fills  one  of  two  roles  in  litigation  whether  the  forum  for  that 
litigation  is  a court  of  law,  the  State  Board  of  Workmen’s  Compensation,  or  some 
other  agency.  He  is,  generally,  either  the  treating  physician  who  is  involved  in  the 
litigation  because  the  patient  chose  to  seek  treatment  from  him,  or  he  is  an  evalu- 
ating physician  who  is  retained  by  the  claimant,  an  insurer,  an  adverse  party  or  a 
government  agency  to  evaluate  a claimant’s  condition. 

In  litigation  the  treating  physician  becomes  an  almost  indispensable  witness 
since  he  will  in  most  cases  be  the  only  physician  to  examine  the  patient  during  the 
most  acute  period  of  an  injury  or  illness.  The  treating  physician  will  usually  have 
his  first  contact  with  litigation  when  an  insurer  or  the  attorney  for  the  patient 
contacts  him  for  a report  of  his  treatment  and  the  patient’s  present  condition. 

Physicians’  Reports 

No  report  should  be  furnished  to  anyone  other  than  the  patient  personally 
without  a written  authorization  signed  by  the  patient  or  his  legal  representative  if 
the  patient  is  deceased,  a minor,  or  under  some  other  disability  rendering  him 
incompetent. 

Reports  to  insurers  are  usually,  at  least  in  the  initial  stages  of  litigation,  short 
simple  forms  in  the  nature  of  a proof  of  loss  and  “The  Principles”  provide  that  they 
are  to  be  made  available  without  charge.  If  these  reports  are  detailed,  requiring 
analysis  and  study  of  records,  the  physician  is  entitled  to  make  a reasonable  charge. 

Reports  to  patients  or  their  attorneys  are  usually  more  complex  than  the  simple 


* Prepared  at  the  request  of  The  Medical  Association  of  Georgia,  Mr.  Hughes  is  an  associate  in  the  firm 
of  Powell,  Goldstein,  Frazer  & Murphy,  General  Counsel  to  the  Association. 
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proof  of  loss  type  and  the  physician  is  entitled  to  make  a reasonable  charge.  “The 
Principles,”  however,  require  him  to  give  a prompt  and  thorough  response  which 
should  be  provided  within  five  days,  if  possible,  and  within  twenty  days  in  all  cases. 
The  report  should  include  history,  findings,  treatment,  diagnosis  and  prognosis. 

Charges  for  a physician’s  report  are  a part  of  the  expense  of  litigation  which 
must  ultimately  be  borne  by  an  attorney’s  client,  but  “The  Principles”  recognize 
that  an  attorney  usually  initiates  such  requests  and  is  in  a position  to  protect  the 
physician.  They  provide  that  an  attorney  requesting  a report  should  see  that 
“adequate  arrangements”  for  the  payment  of  the  charge  have  been  made. 

Not  all  reports  rendered  by  physicians  in  the  course  of  litigation  concern  treat- 
ment by  the  physician.  The  parties  sometimes  agree  and  the  court  sometimes  directs 
that  a physician  other  than  the  treating  physician  be  selected  to  evaluate  a party’s 
condition.  In  either  event,  the  evaluating  physician  should  be  requested,  in  writing, 
to  perform  the  examination  and  a copy  sent  to  the  adverse  party.  The  request 
should  inform  the  physician  of : 

1.  The  purpose  of  the  examination; 

2.  A history  of  the  complaint  (the  treating  physician’s  records  are  usually  avail- 
able and  are  the  best  source ) ; 

3.  The  name  and  address  of  those  to  receive  the  report;  and 

4.  The  person  responsible  for  payment. 

Reports  are  time  consuming  but  in  90  percent  or  more  of  the  cases,  eventu- 
ally save  the  physician  the  much  more  time  consuming  enterprise  of  a court  or 
deposition  appearance  by  providing  the  basis  for  compromise  of  the  claim.  It  is, 
therefore,  in  the  best  interest  of  the  patient  and  the  physician  to  provide  detailed, 
accurate  reports. 

Depositions  and  Trial  Appearances 

Few  physicians  enjoy  a personal  appearance  at  the  trial  of  a case.  Most  attorneys 
in  Georgia  try  to  be  understanding  and  will  depose  a physician  so  the  deposition 
may  be  read  at  trial  in  lieu  of  a personal  appearance.  On  occasion,  however,  an 
attorney  will  decide  in  the  exercise  of  his  professional  judgment  that  a personal 
appearance  is  essential  to  his  client’s  case. 

The  attorney  requiring  a personal  appearance  at  trial  is  obligated  to  arrange  the 
physician’s  appearance  so  as  to  accomplish  a minimum  disruption  of  his  practice. 
However,  the  physician  should  be  aware  that  the  law  of  Georgia  requires  that  each 
witness  at  a trial  be  placed  under  subpoena  and  the  litigant  has  no  grounds  for  a 
continuance  if  the  witness  fails  to  appear  and  is  not  under  subpoena.  If  a physician 
is  released  from  a subpoena  and  not  required  to  remain  at  the  trial  until  his  turn 
to  testify  arrives,  the  party  who  places  him  under  subpoena  is  in  grave  peril  of 
losing  his  case  if  the  physician  fails  to  return  when  called.  Therefore,  physicians 
should  understand  the  attorney’s  dilemma  and  try  to  respond  promptly  to  a call 
to  come  to  the  courthouse  to  testify. 

Usually  attorneys  will  give  five  days  notice  of  the  date  of  trial  and  physicians 
will  be  released  from  subpoena  to  return  to  their  offices.  They  will  be  given  the 
attorney’s  best  estimate  of  the  time  to  appear.  This  estimate  should  be  updated 
during  the  progress  of  the  trial  with  two  hours  notice  of  the  actual  time  they 
must  testify. 

When  a deposition  is  taken  for  use  in  evidence  in  lieu  of  a personal  appearance 
or  as  a precaution  against  the  unavailability  of  the  physician,  it  is  usually  taken  in 
the  physician’s  office.  This  is  a matter  of  professional  courtesy  to  physicians  which 
is  not  extended  in  many  states  and  is  not  required  in  Georgia. 

The  demanding  schedule  of  both  physicians  and  attorneys  makes  late  appear- 
ances a frequent  problem.  “The  Principles”  specifically  provide  that  no  party  or 
witness  need  wait  longer  than  thirty  minutes  after  the  time  set  for  beginning  the 
deposition.  If  the  defaulting  party  is  an  attorney,  “The  Principles”  provide  he  should 
bear  the  cost  of  the  witness  and  reporter  fees.  If  the  defaulting  party  is  a physician. 
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the  deposition  shall  be  reset  by  subpoena  for  the  county  courthouse  for  the  county 
in  which  the  physician  resides. 

For  both  trial  and  deposition  appearances  there  should  be  a preappearance  con- 
ference between  the  attorney  calling  the  physician  as  a witness  and  the  witness. 
Such  conferences  are  proper  and  frank  discussions  are  encouraged. 

As  in  the  case  of  detailed  reports,  reasonable  professional  charges  in  the  form 
of  witness  fees  are  appropriate  when  a physician  testifies  at  trial  or  depositions. 
Contingent  fees  for  the  physician  are,  of  course,  improper  and  should  not  be 
requested  by  either  the  attorney  or  physician. 

Conclusion 

In  all  cases  where  physicians  are  needed  to  furnish  information,  whether  by 
report,  deposition,  or  testimony  at  trial  the  procedure  can  be  expedited  to  the 
benefit  of  all  concerned  if  the  members  of  both  professions  are  considerate  of  the 
professional  problems  and  responsibilities  of  the  other.  In  the  event  of  disputes 
between  members  of  the  two  professions,  including  disputes  over  charges,  the 
Joint  Medico-Legal  Committee  of  the  Medical  Association  of  Georgia  and  the 
State  Bar  of  Georgia  is  available  for  mediation  or  arbitration.  Hopefully,  such 
assistance  will  be  infrequently  required,  but  the  Committee  does  provide  a reason- 
able means  of  solution  when  disputes  do  occur. 

Eleventh  Floor 

C & S National  Bank  Building 


HIGHLIGHTS  OF  COUNCIL 

September  23,  1972 


Financial  Items: 

1.  Received  Ernst  and  Ernst,  MAG  FY  1972  audit. 

2.  Approved  $500  for  socio-economic  seminars  to  be 
held  in  February. 

3.  Authorized  expenditure  of  $1,445.24  in  payment 
to  Alston,  Miller  & Gaines  for  preparation  of 
amicus  brief  in  podiatry  litigation. 

4.  Authorized  Executive  Committee  to  transfer  funds 
as  needed  to  MAG  Benevolent  Foundation  and 
ordered  this  item  to  be  budgeted  in  next  fiscal  year. 

5.  Approved  payment  for  partitioning  of  space  in 
MAG  Headquarters  Building  for  use  by  EMCRO. 

6.  Approved  additional  allocation  of  $500  to  meet 
expenses  of  AMA  meeting  in  Cincinnati,  Ohio. 

MAG  Legal  Counsel:  Mr.  J.  Winston  Huff  of  Powell, 
Goldstein,  Frazer  & Murphy  was  introduced  as  newly 
retained  MAG  legal  counsel  at  a retainer  of  $7,200 
per  annum. 

GaMPAC  Report:  Received  report  that  1,180  physi- 
cians were  members.  Approved  expenditure  of  additional 
$1,500  funding  for  GaMPAC  educational  activities  in 
next  fiscal  year. 

Rochelle  Health  Access  Station:  Approved  continu- 
ation of  health  access  station  in  Rochelle  with  transfer 
of  responsibility  for  station  to  physicians  of  Ben  Hill- 
Irwin  County  Medical  Society,  if  necessary. 

Constitution  and  By-Laws:  Approved  development 
of  necessary  language  to  enable  MAG  to  remove  bar- 
riers that  now  prevent  membership  for  residents  and 
interns  in  MAG.  Also,  approved  development  of  lan- 
guage to  require  payment  of  dues  by  physicians  em- 
played  by  civil  agencies  of  government. 

Access  to  Health  Care:  Endorsed  publication  of 
Louis  Felder,  M.D.’s  “A  Voluntary  Alternative  to  Mas- 
sive Health  Legislation”  in  JMAG. 

MAG  Membership  Insurance:  Rejected  combined 
Blue  Cross-Blue  Shield  health  plan.  Directed  Committee 


on  Insurance  and  Economics  to  make  one  more  attempt 
to  develop  plan  for  presentation  to  Council  in  De- 
cember. 

Participating  Physician  Agreement:  Directed  the 
Insurance  and  Economics  Committee  to  study  the  new 
contract  between  Blue  Shield  of  Columbus  and  partici- 
pating physicians  with  report  to  Council  in  December. 

Board  of  Human  Resources:  Received  report  from 
two  physician  members  of  Board.  Approved  continued 
invitation  to  Council  for  all  physician  members  and 
chairman  of  the  Board. 

Headquarters  Office  Report:  A.  Mr.  Moffett  report- 
ed on  appeal  of  Fulton  County  Tax  Assessor's  appraisal 
of  MAG  Headquarters  Office  Building.  B.  AMA  Man- 
agement Survey  team  will  conduct  study  of  MAG 
Headquarters  in  November. 

Constitutional  Amendment  Number  10:  Condition- 
ally endorse  Amendment  10  to  exclude  from  payment 
of  ad  valorem  taxes  property  used  for  operation  of  non- 
profit hospitals. 
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THE  ASSOCIATION 


NEW  MEMBERS 

Abbott,  Don  C. 

Richmond — ^Active — N 

Aspell,  Robert  W. 
Muscogee — A 

Blanton,  Elisabeth 
Muscogee — A 

Blanton,  J.  Rodney 
Muscogee — A 

Booth,  Arthur  S. 

Atlanta — Active — SU 

Brantley,  James  W. 

Wayne — Active — SU 

Cahn,  Bernard  J. 

DeKalb — Active — D 

Carter,  Otha  B.,  Jr. 
Dougherty — Active — SU 

Cornwell,  William  O. 
Muscogee — -A 

Cundey,  David  W. 
Richmond — Active — C 

Dixon,  Gregory 
Muscogee — A — O R 

Elliott,  Michael  W. 
Muscogee — A 

Ellis,  William  B.,  Jr. 
Muscogee — A 

Field,  David  E. 

Muscogee — A 

Forbis,  Samuel  E.,  Jr. 
Coweta — Active — R 

Garrison,  Alton  F. 
Richmond — A — SU 

Geer,  Bruce  R. 

Atlanta — Active — GE 

Geleman,  Morris  N. 

Cobb — Active — P 

Gilbert,  Peter  G. 

Floyd — Active — U 

Goodwin,  Henry  N. 
Richmond — Active — OR 

Griner,  Wallace  E. 
Muscogee — A 
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Augusta,  Georgia  30904 
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Atlanta,  Georgia  30341 

1009  N.  Monroe 
Albany,  Georgia  31701 

Medical  Center,  Box  951 
Columbus,  Georgia  31902 

Medical  College  of  Georgia 
Augusta,  Georgia  30902 

Medical  Center,  Box  95 1 
Columbus,  Georgia  31902 

Medical  Center,’ Box  951 
Columbus,  Georgia  31902 

Medical  Center,  Box  951 
Columbus,  Georgia  31902 

Medical  Center,  Box  951 
Columbus,  Georgia  31902 

Newnan  Hospital 
Newnan,  Georgia  30263 

Eugene  Talmadge  Memorial 
Hospital 

Augusta,  Georgia  30907 

490  Peachtree  Street,  N.E. 
Atlanta,  Georgia  30308 

3188  Atlanta  Street 
Smyrna,  Georgia  30080 

Harbin  Clinic 
Rome,  Georgia  30161 

1 140  Druid  Park  Avenue 
Augusta,  Georgia  30904 

Medical  Center,  Box  951 
Columbus,  Georgia  31902 


Hagood,  Richard  M. 
Cobb — Active — OBG 

Harper,  Harry  T.,  Ill 
Richmond — Active — C 

Hill,  Eugene  A. 

Atlanta — A — OBG 

Hood,  Herb  L. 
Dougherty — Active — 
ANES 

Hudson,  Ronald  M. 
Muscogee— A 

Hughes,  Ronald  M. 
Atlanta — Active — OPH 

Huttenbach,  Dirk  E. 
Cobb — Active — P 

Kimura,  Richard 
Muscogee — A 

Lipsius,  Lewis  H. 
Atlanta — Active — P 


McClure,  C.  H. 

Muscogee — A 

McCord,  James  W. 
Richmond — Active — N 

McCrory,  Roderick  J. 
Muscogee — -A 

McFarlin,  Dale  E. 

Atlanta — A — 

Magruder,  Richard  L.,  Jr. 
Richmond — Active — I 

May,  Stuart  T.,  Ill 
Muscogee — A 

Miller,  Chester  O. 

DeKalb — Active — P 

Morrison,  Doyle  H. 
Muscogee — A 

Mullins,  Ross  B. 
Muscogee — A 

Parmer,  Keith  M. 
Muscogee — A 

Plauth,  William  H.,  Jr. 
Atlanta — Active — PDC 

Scott,  James  W. 

Muscogee — A 

Serrano,  Gabriel 
Ogeechee — Active — FP 


1676  Mulkey  Road 
Austell,  Georgia  30001 

1467  Harper  Street 
Augusta,  Georgia  30902 

Duluth  Doctors  Building 
Duluth,  Georgia  30136 

417  Third  Avenue 
Albany,  Georgia  31705 

Medical  Center,  Box  95 1 
Columbus,  Georgia  31902 

Emory  University  Clinic 
Atlanta,  Georgia  30322 

3188  Atlanta  Street,  S.E. 
Smyrna,  Georgia  30080 

Medical  Center,  Box  951 
Columbus,  Georgia  31902 

1720  Old  Springhouse 
Lane 

Atlanta,  Georgia  30341 

Medical  Center,  Box  95 1 
Columbus,  Georgia  31902 

1500  Johns  Road 
Augusta,  Georgia  30904 

Medical  Center,  Box  951 
Columbus,  Georgia  31092 

69  Butler  Street,  S.E. 
Atlanta,  Georgia  30303 

1467  Harper  Street 
Augusta,  Georgia  30902 

Medical  Center,  Box  951 
Columbus,  Georgia  31902 

1989  Williamsburg  Drive 
Decatur,  Georgia  30033 

Medical  Center,  Box  951 
Columbus,  Georgia  31902 

Medical  Center,  Box  951 
Columbus,  Georgia  31092 

Medical  Center,  Box  951 
Columbus,  Georgia  31092 

1365  Clifton  Road,  N.E. 
Atlanta,  Georgia  30307 

Medical  Center,  Box  951 
Columbus,  Georgia  31902 

1 07  Liberty  Street 
Claxton,  Georgia  30417 
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Short,  Dwight  H.,  II 
Richmond — A — SU 

Snead, Joseph 
Muscogee — A 

Stapleton,  Gerald  M. 
Cobb — Active — OTO 

Steele,  Robert  L. 
Muscogee — A 

Swann,  Julian  W. 
Atlanta — Active- — -D 

Todine,  Joel  D. 

Floyd — ^Active — I 

Trent,  Robert  M. 
DeKalb — Active — FP 

Underwood,  Frank  O. 
Atl  ant  a — Active — R 

Van  Deventer,  Phillip 
Dougherty — Active — 
ANES 

Vincent,  James  L. 
Muscogee — A 

Wall,  Richard  W. 
Muscogee — A 

Whitfield,  Dennis  W. 
Muscogee — A 


Medical  College  of  Georgia 
Augusta,  Georgia  30902 

Medical  Center,  Box  95 1 
Columbus,  Georgia  31902 

2220  Atlanta  Street 
Smyrna,  Georgia  30080 

Medical  Center,  Box  951 
Columbus,  Georgia  31902 

490  Peachtree  Street,  N.E. 
Atlanta,  Georgia  30308 

Harbin  Clinic 
Rome,  Georgia  30161 

231  East  Ponce  de  Leon 
Atlanta,  Georgia  30308 

1968  Peachtree  Road, 

N.W. 

Atlanta,  Georgia  30309 

Phoebe  Putney  Memorial 
Hospital 

Albany,  Georgia  31702 

Medical  Center,  Box  95 1 
Columbus,  Georgia  31902 

Medical  Center,  Box  95 1 
Columbus,  Georgia  31902 

Medical  Center,  Box  951 
Columbus,  Georgia  31902 


SOCIETIES 

The  DeKalb  County  Medical  Society  has  written 
county,  hospital  and  health  officials  praising  plans  by 
the  county  to  begin  sophisticated  emergency  medical 
care  and  ambulance  service. 

Bartow  County  Medical  Society  hosted  the  Sep- 
tember District  meeting  of  doctors  and  wives  at  the  Al- 
latoona  Yacht  Club.  Included  was  installation  of  officers 
with  Richard  Griffin  of  Cartersville  as  president  suc- 
ceeding David  Wells  of  Dalton. 


PERSONALS 


First  District 

Richard  S.  Bolton  has  been  named  health  director 
of  the  South  Central  Health  District.  Laurens  County 
is  the  district  headquarters  for  the  nine-county  area  he 
will  serve. 

Curtis  G.  Hames,  Claxton,  has  taken  the  office  of 
president  of  the  Georgia  Heart  Association,  succeeding 
Harold  W.  Whiteman,  M.D.,  of  Atlanta. 

H.  Wilder  Smith,  Swainsboro,  attended  the  Annual 
Scientific  Assembly  of  the  American  Academy  of  Fam- 
ily Physicians  in  New  York  City  recently,  and  while 
there  accepted  certification  as  a fellow  of  A.A.F.P. 

Zellnar  Young  of  Savannah  is  one  of  nine  men 
named  to  the  board  of  directors  of  the  Georgia  Heart 
Association.  The  appointment  to  a term  through  1975 
came  during  the  association’s  annual  meeting  in  Savan- 
nah September  15. 


Second  District 

William  Potter,  Ellaville,  has  begun  medical  practice 
in  Camilla. 

Third  District 

Walter  W.  Simpson  and  Wayne  G.  Hulsey,  in  a 
partnership  called  Family  Practice  Associates,  have 
opened  offices  on  Morningside  Drive  in  Perry. 

Ronald  G.  Severs  was  named  chief  of  staff  of  Hous- 
ton County  Hospital  at  the  bi-annual  meeting  of  the 
general  medical  staff.  C.  Ray  Ivey,  Jr.,  is  vice  chief  of 
staff;  David  N.  Harvey,  secretary;  and  J.  R.  Manning 
and  F.  M.  Lindsey,  members-at-large. 

Fourth  District 

Benjamin  Okel,  Decatur,  is  one  of  nine  new  direc- 
tors named  in  September  to  the  board  of  the  Georgia 
Heart  Association. 


Fifth  District 

John  S.  Atwater  has  been  appointed  chief  of  medi- 
cine at  Georgia  Baptist  Hospital  in  Atlanta. 

J.  Gordon  Barrow,  director  of  the  Georgia  Regional 
Medical  Program  in  Atlanta  and  leader  in  the  Georgia 
Heart  Association,  was  to  speak  on  “Diagnosis  and 
Treatment  of  Hypertension”  at  the  1972  Scientific  Ses- 
sions for  Professional  Nurses  at  the  American  Heart 
Association’s  meeting  in  Dallas,  November  18. 

Charles  R.  Hatcher,  Jr.,  professor  of  surgery  at 
Emory  University  of  Medicine  and  chief  of  thoracic 
and  cardiovascular  surgery  at  Emory  University  Hos- 
pital in  Atlanta,  has  been  named  president-elect  of  the 
Georgia  Heart  Association. 

Mason  I.  Lowance,  Atlanta,  has  been  appointed 
medical  director  of  the  four-state  chain  of  nursing/con- 
valescent centers  of  Nursecare  International,  Inc.  of 
Atlanta. 

Robert  Schlant,  Atlanta,  was  named  to  the  board  of 
directors  of  the  Georgia  Heart  Association,  September 
15  and  will  serve  through  1975. 

Sixth  District 

Ben  Jenkins,  Newnan,  has  been  reappointed  to  the 
Medical  Examiners  Board  of  Georgia  by  Governor 
Jimmy  Carter.  He  has  already  served  eight  years  on  the 
board. 

Hugh  K.  Sealy  has  been  sworn  in  as  a member  of 
the  Macon-Bibb  County  Hospital  Authority  for  a three 
year  term. 

Seventh  District 

Paul  Bradley  and  Royal  T.  Farrow  head  a list  of 
physicians  working  to  bring  a Medical  Arts  Building 
to  Dalton.  Others  involved  include  Albert  Boozer,  Paul 
Henson,  James  Smith  Myers,  Jr.,  Hershel  Martin,  Ron- 
ald Tipton,  Carl  Gilbert,  Prank  Houser,  Jack  Gent, 
James  Gregory  and  Harvey  Wages.  There  will  be  seven 
doctors’  suites  and  a pharmacy  in  the  $1  million  struc- 
ture which  is  scheduled  for  completion  in  late  1973. 

Richard  M.  Klaus,  Austell,  has  been  certified  to  be- 
come a diplomate  of  the  American  Academy  of  Ortho- 
paedic Surgeons,  after  passing  boards  taken  Septem- 
ber 21. 

Eighth  District 

R.  A.  Pumpelly,  Jesup,  has  earned  the  Physicians 
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Recognition  Award  for  1972  from  the  American  Medi- 
cal Association  and  has  become  a diplomate  of  the 
American  Board  of  Family  Practice. 

Ninth  District 

Elton  L.  Copelan,  Toccoa,  has  been  elected  to  serve 
on  the  Board  of  Trustees  of  the  American  Association 
of  Medical  Clinics  and  is  the  youngest  physician  to 
hold  that  position.  Dr.  Copelan  was  elected  to  serve  a 
three  year  term  of  office  at  the  AAMC  annual  meeting 
in  Atlanta  in  September. 

Tom  Lumsden,  Clarkesville,  has  been  named  to  the 
board  of  directors  of  the  Georgia  Heart  Association  and 
will  serve  until  1975. 

Tenth  District 

Robert  E.  Ellison,  Augusta,  has  been  named  second 
vice  president  of  the  Georgia  Heart  Association.  His 
election  came  at  the  association’s  annual  meeting  in 
Savannah  in  September. 


DEATHS 

Curtis  Daniel  Vinson 

Curtis  Daniel  Vinson,  89,  of  Macon,  retired  Atlanta 
physician,  died  September  8 in  a nursing  home  after 
a long  illness. 

Born  in  Houston  County,  Dr.  Vinson  was  a teacher 
and  high  school  principal  who  studied  medicine  while 
teaching.  He  received  his  medical  degree  in  1922  from 
Emory  University  Medical  School. 

After  practicing  medicine  in  Atlanta  39  years,  he  re- 
tired in  1961  and  moved  to  Macon.  He  was  a member 
of  the  staff  of  Lester  Maddox  while  he  was  governor, 
was  an  honorary  member  of  the  Fulton  County  Medical 
Society,  a Mason  and  veteran  of  World  War  II. 

Survivors  include  a son,  Joseph  C.  Vinson  of  Jack- 
sonville, Fla.;  daughters,  Mrs.  L.  F.  Bullington  of  Lizel- 
la  and  Mrs.  William  E.  Fraser  of  Stone  Mountain. 


C/test 

HOSPITAL 

Hill  Crest  Foundation,  Inc. 


A non-governmental  psychiatric  hospital.  Ac- 
credited by  Joint  Commission  on  Accreditation 
of  Hospitals.  Medicare  Approved. 

Phone:  205-836-7201 


A short-term,  intensive  treatment  center  for  psychiatric  disorders,  alcoholism,  and 
drug  abuse. 


PSYCHIATRISTS: 

James  K.  Ward,  M.D. 

Hardin  M.  Ritchey,  M.D. 

F.  Joseph  Nuckols,  M.D. 
James  A.  Greene,  M.D. 
Charles  W.  Moorefield,  M.D. 
Otto  F.  Eisenhardt,  M.D. 


Member  of:  American  Hospital  Association,  National  As- 
sociation of  Private  Psychiatric  Hospitals,  Birmingham 
Regional  Hospital  Council. 

6869  Fifth  Avenue  South 
Birmingham,  Alabama  35212 
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CLASSIFIED  ADVERTISING 


SUBLEASE— AVAILABLE  4/ 1 / 73— Buckhead 
Medical  Bldg.,  3312  Piedmont  Rd.,  N.E.  In- 
ternist’s suite  well  arranged  for  2 physicians; 
1524  sq.  ft.;  carpets,  panelling,  laboratory 
fixtures,  shelving  included.  Ample  parking. 
Telephone  (404)  261-3012. 


EMERGENCY  ROOM  PHYSICIAN— To  become 
member  of  5-man  group  furnishing  full-time 
E.R.  coverage  for  active  530  bed  J.C.A.H. 
hospital  in  S.W.  Georgia.  Salary  on  basis  of 
fees,  with  guaranteed  minimum  of  $36,000. 
Write:  E.  M.  Molnar,  M.D.,  101  Doctors 
Building,  Columbus,  Ga.,  31901  or  phone 
(404)  324-3661. 


ATTRACTIVE  modern  suite  in  professional 
building  of  3 office  units,  adjacent  to  2 large 
centers  (Belvedere  and  Columbia  Mall)  suit- 
able for  2 physicians  with  2158  sq.  ft.  avail- 
able Dec.  1972.  Occupied  for  last  10  years 
by  successful  OB-GYN  M.D.’s  moving  to  larg- 
er quarters.  Call  M.  V.  Tuggle,  M.D.,  289-5101 
9-to-5  or  874-1666  after  5 p.m.  or  write  for 
particulars:  1336  Columbia  Dr.,  Decatur,  Ga. 
30032. 


FOR  RENT — 1972  Travco  Motor  Home.  Fully 
equipped.  Sleeps  7.  $250/ week  plus  10  cents 
per  mile.  Will  also  rent  by  the  day.  Forest  D. 
Jones,  M.D.  (404)  633  4595. 


The  right  school  makes 
all  the  difference 

At  WOODWARD  ACADEMY  your  child  can 
find  meaningful  direction  in  a challenging 
learning  atmosphere. 

We  offer; 

A co-educational,  college  prep  boarding  school 
program  for  boys  and  girls,  Grades  7-12. 

A challenging  program  that  stimulates  excellence. 
100%  of  students  go  to  college;  14  National  Merit 
Semi-Finalists,  6 commended. 

The  unique  experience  of  the  boarding  school 
where  the  student  cultivates  independence,  indivi- 
dual responsibility,  new  and  interesting  friends, 
maturity,  and  lots  of  fun! 

Enrichment  and  excellence— including  advanced 
placement  studies,  computer  training,  closed 
circuit  TV  system,  planetarium,  skilled  faculty 
committed  to  help  the  student,  and  modern 
facilities. 

Flexibility— with  a Reading  Disability  Program 
for  students  handicapped  with  Dyslexia  but  who 
have  college  potential. 

Complete  athletic  program:  soccer,  tennis,  track, 
basketball,  gymnastics.  Woodward  is  the  1970-71 
State  Champion  in  Football,  Wrestling,  and 
Swimming. 

Woodward  Academy 

For  further  information  write  or  call: 

Director  of  Admissions/  P.  0.  Box  87190 
College  Park,  Ga.  30337  / Tel.  AC  404-761-8881 


LICENSED  PHYSICIAN  needed  for  Atlanta  Fed- 
eral position.  Involves  making  medieal  evalua- 
tions and  determinations  re  veterans’  physical 
and  mental  disabilities.  No  travel,  40-hour 
work  week,  $20,627  per  annum  starting  sal- 
ary, fringe  benefits.  Not  required  to  make  pa- 
tient examinations.  An  Equal  Opportunity 
Employer.  Contact  Personnel  Officer,  Veterans 
Administration  Regional  Office,  730  Peach- 
tree Street,  N.E.,  or  call  (404)  526-3976. 


Sorry,  Sire,  hut 
^DicarhosiV  hasn't 
been  invented  yet," 


Dicarbosil 

ANTACID 


Write  for  Clinical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Survival 
of  the  fittest 


Remarkably  well  tolerated. 
Highly  predictable. 

Prompt,  smooth,  gentle  action. 


tj  BUTISOLC: 


-iV-' 


5.i|  SODIUM' 

Vl  ^Sodium  butabarb 

'v4 


TAl  1 


Buliisol 

{SODIUM  BUTABARBIIAL) 

Tablets  15  mg.,  30  mg. 

Elixir  30  mg./5  cc.  (alcohol  7%) 


SODIUM" 


Indications:  Useful  as  a daytime  sedative  when  mild  sedation  is  required. 

Contraindications:  Porphyria  or  sensitivity  to  barbiturates.  Warning:  May  be  habit  forming. 
Precautions:  Exercise  caution  in  moderate  to  severe  hepatic  disease.  Elderly  or  debilitated  patients 
may  react  with  marked  excitement  or  depression.  Adverse  Reactions:  Drowsiness  at  daytime 
sedative  dose  levels,  skin  rashes,  "hangover"  and  systemic  disturbances  are  seldom  seen. 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg.  t.i  d.  or  q.i.d. 

Also  available:  BUTICAPS"  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg.,  30  mg., 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 
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Medical  care  may  be  able  to  become  an 
institution  above  and  beyond  the 
bureaucrats  if  doctors  are  willing  to 
work  to  make  it  so. 

A Voluntary  Alternative  to  Massive 
Health  Legislation 

LOUIS  H.  FELDER,  M.D.,-  Atlanta 


TThe  Medical  Association  of  Georgia  House  of 
Delegates  in  Macon  this  year  approved  a resolution 
which,  in  essence,  states  that  the  doctors  of  Georgia 
will  voluntarily  provide  necessary  medical  care  for 
all  the  people  of  the  state.  The  resolution  encourages 
the  other  49  state  medical  societies  to  do  the  same. 
As  its  author,  I have  been  asked  to  expound  on  the 
conceptualization  of  this  resolution. 

At  the  outset,  I presumed  most  practicing  physi- 
cians in  Georgia  put  themselves  through  college, 
medical  school  and  postgraduate  training  by  their 
own  industry,  initiative  and  private  capital,  some  of 
which,  perhaps,  was  borrowed.  Also,  I presumed 
that  most  selected  their  type  of  practice,  practice  lo- 
cation, mode  of  entry  into  and  methodology  of  pri- 
vate practice.  Further,  I presumed  that  if  their  con- 
duct and  competence  made  their  practice  successful, 
they  must  have  been  hurt  and  angry  at  hearing  cries 
that  the  medical  profession  was  not  performing  its 
function  as  it  should,  that  the  “health  care  delivery 
system”  was  really  no  system  at  all  and  that  large 
segments  of  the  population  were  going  without  ade- 
quate medical  care. 

Most  practicing  physicians  do  not  think  of  them- 
selves as  functioning  units  in  a health  care  system. 
They  have  not  been  concerned  with  populations,  but 
with  individuals.  Until  recently,  they  had  given  little 
thought  to  the  existence  or  absence  of  health  care 
systems  in  this  country.  Now  that  they  have  given 
it  some  thought  I feel  most  medical  practitioners  be- 
lieve the  lack  of  an  organized  “system”  was  the  very 

* Delegate,  Medical  Association  of  Georgia,  MAA  Trustee  and 
Internist. 


thing  that  made  it  possible  for  patients  to  develop 
the  relationship  with  the  physician  of  their  choice 
that  would  be  most  beneficial  to  them. 

As  sweeping  generalizations  were  made  saying  the 
medical  profession  must  take  care  of  the  medical 
needs  (or  “health  care  needs”)  of  the  people,  the 
practicing  physician  realized  that  some  individuals 
and  groups  had  had  a change  in  thinking.  That  is, 
those  making  the  generalizations  were  going  on  the 
theory  that  medical  care  is  a right.  I presume  that 
some  people  truly  believe  it  is;  others  are  simply 
using  the  allegation  to  further  their  self-seeking  ends. 

Imminent  Legislation 

All  this  would  be  merely  food  for  interesting  con- 
versation except  that  Congress  is  now  considering 
legislation  on  the  issue  and  the  Department  of 
Health,  Education  and  Welfare  has  begun  pilot  stud- 
ies using  various  methodologies  for  medical  care, 
based  on  the  premise  that  the  profession  must  pro- 
vide medical  care  for  all  citizens. 

Everyone  knows  that  “health  care  legislation”  of 
various  types  is  pending  in  Congress.  The  confusion 
on  the  part  of  the  congressmen  is  evident  and  they 
do  not  know  what  direction  to  take.  Some  of  the 
initial  overtures,  no  doubt,  will  come  out  as  “bait” 
to  entice  physicians  and  groups  of  physicians  into 
trying  different  types  of  pilot  studies  for  the  edifica- 
tion of  congressmen.  Regardless  of  the  form,  some 
extensive  intervention  into  the  practice  of  medicine 
by  the  federal  government  seems  imminent. 

The  resolution  that  I proposed  to  the  MAG  in 
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Macon  was  a reasonable  alternative  to  massive 
health  legislation.  The  resolution  is  as  follows; 

Whereas,  The  MAG  is  acutely  aware  of  the  eco- 
nomic unfeasibility  of  national  health  insurance  to 
the  American  taxpayer,  and 

Whereas,  The  most  destructive  feature  of  nation- 
al health  insurance  is  the  loss  of  autonomy  of  the  pa- 
tient and  the  physician  in  the  development  of  a mu- 
tually dependent  interpersonal  relationship. 

Now  Therefore  Be  It  Resolved,  That  MAG  im- 
mediately publicize  through  every  newspaper  in  the 
state,  as  well  as  such  other  media  as  is  feasible,  that 
it  will: 

(a)  Identify  the  people  of  this  state  who  do  not 
have  access  to  adequate  medical  care,  and 

(b)  It  will  see  that  they  have  access  to  such  ade- 
quate medical  care  as  they  need  and  will  accept. 

(c)  That  MAG  will  request  only  such  funds  from 
the  state  and  federal  government  as  may  actually  be 
needed  to  implement  these  functions. 

(d)  Keep  the  public  continually  informed 
through  the  news  media  as  to  the  nature  of  its  ef- 
forts, the  extent  of  its  successes,  the  reasons  for  the 
temporary  obstructions  and  delays  and  the  cost  of 
its  program. 

(e)  Will  encourage  every  other  state  medical  as- 
sociation to  immediately  do  likewise. 

In  essence,  this  resolution  states  that  we,  the  phy- 
sicians of  Georgia,  accept  the  problem  as  ours  and 
deal  with  it  accordingly. 

I do  not  know  whether  this  resolution  is  morally 
and  philosophically  justifiable.  Is  it  a concession  to 
group  pressure  involving  the  intimate  experiences 
of  a patient’s  relationship  with  this  doctor,  that  will 
have  adverse  ramifications  in  our  concept  of  free- 
dom? 

Opportunity  Exists 

One  thing  does  seem  clear:  the  opportunity  for 
taking  the  initiative  is  there.  While  we  should  never 
lose  sight  of  our  moral,  philosophical  and  sociolog- 
ical reservations  about  the  justifiability  of  the  pres- 
sure to  which  we  are  responding,  we  should  take 
that  initiative.  In  short,  we  will  either  take  the  initia- 
tive voluntarily,  and  get  credit  for  it,  or  we  will  be 
forced  to  accept  it  involuntarily  and  be  viewed  by 
the  public  as  taking  the  shame  for  it. 

Extensive  ramifications  stem  from  the  above  reso- 
lution. Bringing  it  to  the  attention  of  every  MD  in 


Georgia  is  the  first  step  if  it  is  to  be  implemented. 
Several  goals  will  have  been  accomplished  if  the  ma- 
jority of  physicians  approve  the  basic  tenets  of  the 
proposal; 

1.  It  will  establish  that  doctors  of  Georgia  have 
made  an  open-ended  commitment  to  provide  the 
people  of  the  state  (or  at  least  make  available  to 
them)  necessary  medical  care. 

2.  It  will  be  obvious  to  the  public,  politicians  and 
state  and  local  governments  of  Georgia  that  this 
commitment  was  spontaneous  and  credit  for  making 
this  commitment  would  go  directly  to  the  doctors  of 
Georgia  as  a group. 

3.  Medical  care  will  be  removed  from  its  role  as 
a political  football. 

4.  The  approved  proposal  will  be  a tremendous 
boost  in  morale  for  the  people  of  the  state  who  will 
realize  that  a group  of  citizens,  perhaps  the  single- 
most  productive  and  capable  group  of  citizens  in  the 
state,  a group  capable  of  performing  services  with 
tremendous  consequences  for  the  average  citizen,  is 
determined  to  render  these  services  with  or  without 
the  initial  blessing  of  politicians. 

There  are  few  institutions  left  in  this  country  that 
do  not  become  grotesquely  and  dismayingly  warped 
by  the  politician’s  consuming  need  to  be  re-elected. 
Medical  care  can,  to  a great  extent,  be  an  institution 
above  and  beyond  the  bureaucrats  if  doctors  are 
willing  to  work  to  make  it  so.  No  other  group  of 
people  can  provide  medical  care  for  the  people  of 
Georgia  except  doctors,  regardless  of  the  structure 
under  which  they  function. 

We  can  assume  that  securing  facilities  and  equip- 
ment will  not  be  a very  difficult  problem.  Medical 
manpower  must  be  carefully  arranged,  but  a satis- 
factory resolution  will  be  feasible  by  virtue  of  our 
individual  and  collective  commitment. 

There  are  two  types  of  medical  manpower:  first, 
MD’s;  second,  other  health  personnel  working  under 
the  physicians’  direction  and  supervision.  The  ap- 
parent maldistribution  could  be  alleviated  by  using 
both  practicing  MD’s  and  those  just  completing  in- 
ternship. Both  would  be  rotated  through  medically 
deprived  locations  for  time  periods  that  would  be  ap- 
propriate and  nondisruptive. 

If  you  concur  that  the  implementation  of  this  ap- 
proach is  worth  considering,  please  fill  out  the  fol- 
lowing questionnaire  and  return  it  to  MAG  Head- 
quarters, 938  Peachtree  Street,  N.E.,  Atlanta,  Geor- 
gia 30309. 

478  Peachtree  Street,  N.E.  30308 
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Questionnaire 

1.  Are  you  philosophically  in  accord  with  the  premise  that  the  plan  proposed  is  the 

optimum  alternative  available  to  the  medical  profession  at  the  moment? 
Yes No 

2.  Would  you  be  in  favor  of  house  officers  spending  time  in  a medically  deprived 

area  as  a part  of  their  continuing  medical  education?  Yes No 

3.  Will  you  be  willing  to  participate  in  implementing  such  a plan  even  if  it  should 

involve  the  possibility  of  your  going  to  a medical  facility  in  a deprived  area  for 
as  long  as  say  one  week  out  of  the  year?  Yes No 

(This,  of  course,  wouldn’t  apply  to  those  practitioners  who  are  already  in  areas 
where  medical  manpower  is  quite  scarce.  It  might,  in  fact,  involve  sending  them 
additional  help.)  The  staff  and  the  facilities  at  a medical  care  access  station 
would,  of  course,  be  permanent;  i.e.,  the  staff  would  be  permanently  in  resi- 
dence. 

The  intention  is  that  these  facilities  will  be  operated  under  the  same  financial  ar- 
rangements with  which  we  operate  our  practices  without  regard  to  any  con- 
tractual agreement  that  may  exist  between  the  patient  and  any  third  party. 

4.  Since  perhaps  the  most  important  initial  overture  would  be  the  public  announce- 

ment through  several  communications  media  that  the  medical  profession  accepts 
the  challenge  and  makes  the  commitment,  some  of  the  expense  of  this  an- 
nouncement might  have  to  be  borne  by  the  state  medical  societies.  (This  might 
be  recoverable  retrospectively,  but  at  least  initially,  a contribution  might  be  nec- 
essary.) Would  you  be  willing  to  make  a tax  free  voluntary  contribution  to 
MAG  of  $10.00  directed  toward  defraying  the  cost  of  the  announcement? 
Yes No 

The  cost  of  a special  mailing  asking  for  such  would  be  substantial  and,  of 
course,  hopefully  avoidable.  To  simply  write  a letter  to  4,000  people  entails  a 
cost  of  nearly  $1,000.  Accordingly,  you  may  wish  to  send  $10.00  now. 

As  supplementary  information  to  the  above,  it  appears  (at  least  to  the  author  of  the 
article)  that  there  will  be  no  significant  legislation  pertaining  to  National  health  in- 
surance in  the  United  States  forthcoming  from  the  present  session  of  the  92nd 
Congress  which  ends  in  December.  Any  legislation  that  may  come  to  pass  with  the 
next  session  will  have  to  be  cranked  up  all  over  again  and  go  through  the  same 
channels  that  it  has  gone  through  in  the  previous  two  sessions  of  Congress  over  the 
last  four  years.  We,  therefore,  may  well  have  some  running  room  in  point  of  time. 
That  is  to  say,  it  is  not  too  late  to  make  this  project  go  but  we  don’t  have  any  time 
to  waste! 


AMERICAN  COLLEGE  OF  SURGEONS  INDUCTS  GEORGIANS  AS  FELLOWS 


In  cap  and  gown  ceremonies,  34  Georgia  physicians 
were  inducted  as  new  fellows  of  the  American  College 
of  Surgeons  October  5 during  the  annual  five-day  Clin- 
ical Congress  of  the  organization  in  San  Francisco, 
Calif. 

A total  of  1,527  joined  the  voluntary  scientific  and 
education  association  of  surgeons  during  the  ceremony 
after  fulfilling  the  comprehensive  requirements  of  edu- 
cation and  advanced  training. 

From  Albany  are  David  M.  Boyette  and  W.  Ferrell 
Harper.  Atlanta  inductees  were  Edward  G.  Bowen, 
David  M.  Cohen,  Roger  P.  Cook,  William  H.  Fleming, 
Milton  S.  Goldman,  Eugene  O.  Harrison,  Delutha  H. 


King,  Jr.,  George  W.  Lucas,  Joseph  H.  Moorhead,  Jo- 
seph J.  Nicholas,  R.  Lewis  Ricks,  Steven  L.  Sanders, 
George  M.  Skardasis,  William  Nisbet  Toole,  Harvey  A. 
Weiss,  John  O.  Whitehurst,  Lovic  W.  Hobby  and  Jo- 
seph P.  Barreca,  Jr. 

Columbus  surgeons  are  Philip  L.  Brewer,  M.  Delmar 
Edwards  and  L.  Beaty  Pemberton;  from  Decatur,  Earl 
Haltiwanger,  Jr.;  East  Point,  Gabriel  E.  Nassar;  Mariet- 
ta, Goodman  B.  Espy,  III  and  Julian  G.  Palmer,  Jr.; 
from  Milledgeville,  Kamaganahalli  M.  Sreeramaiah; 
Rome,  James  A.  Routledge;  Savannah,  Prank  E.  Carl- 
ton, Herman  Delaney,  Robert  B.  Quattlebaum,  Jr.  and 
Richard  R.  Schulze;  Toccoa,  James  C.  Pickens. 
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A Smooth  Mass  in  a Pulmonary  Cavity 

WILLIAM  WHITAKER,  M.D.  and  ELIZABETH  HADLEY,  M.D.,  Atlanta- 


D R.  William  Whitaker:  This  is  the  chest  film 
on  a 44-year-old  female  diabetic  with  a history  of 
treatment  for  pulmonary  tuberculosis  in  1967.  The 
patient  did  well  until  November,  1971,  when  she  ex- 
perienced onset  of  vague  abdominal  pains,  progres- 
sive dyspnea  and  a 13-pound  weight  loss.  Dr.  Had- 
ley, would  you  comment  on  this  chest  film  (Figure 
D? 

Dr.  Elizabeth  Hadley:  This  radiograph  shows  an 
area  of  infiltrative  process  in  the  left  upper  lobe  with 
evidence  of  scarring  and  contracture.  Within  the 
area  of  infiltration,  there  is  an  area  of  increased  den- 
sity surrounded  by  an  air  “halo.”  There  appears  to 
be  some  further  fibrotic  changes  below  this  area. 
The  right  lung  appears  normal.  This  is  a straight 
PA  film  and  you  might  observe  that  the  trachea  is 
deviated  to  the  left,  which  indicates  scarring  and 
contracture.  I do  not  believe  that  there  are  any  other 
abnormalities  demonstrated  on  this  chest  film.  A 
tomogram  may  better  demonstrate  the  lesion. 

Dr.  Whitaker:  Tomograms  were  obtained  (Fig- 
ure 2 ) . 

Dr.  Hadley:  This  confirms  the  findings  which  can 
be  seen  on  the  plain  film.  A mass  is  identified  within 
a cavity. 

The  patient  has  had  known  tuberculosis  in  the 
past.  The  findings  here  have  the  characteristic  ap- 
pearance of  a fungus  ball  within  a tuberculous  cavi- 
ty. The  most  common  organism  known  to  produce 
a fungus  ball  is  aspergillus.  Perhaps  in  tuberculosis 

* From  a weekly  x-ray  conference,  Department  of  Radiology, 
Emory  University  School  of  Medicine,  Atlanta,  Georgia  30322.  The 
conference  material  has  been  edited  by  Doctors  J.  L.  Clements,  Jr., 
and  H.  S.  Weens. 


itself  caseous  material  may  accumulate  within  a cavi- 
ty and  produce  this  appearance. 

I think  that  neoplasms  may  produce  similar  find- 


FIGURE  1 

Chest  radiogi'aph  demonstrating  a contracting  infiltrative 
lesion  in  the  left  upper  lobe  with  a filling  defect  in  a 
cavity. 
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FIGURE  2 


Representative  tomographic  cut  demonstrating  the  filling 
defect  in  the  pulmonary  cavity  with  a “meniscus”  of  air 
around  the  filling  defect. 

ings  with  tumor  arising  within  a cavity  and  growing 
to  fill  the  cavity. 

Dr.  H.  S.  Weens;  In  our  experience,  such  large, 
smooth  masses  in  a cavity  are  rarely  observed  in  ac- 
tive tuberculosis.  Most  tuberculous  cavities  are  either 
empty  or  contain  smaller  amounts  of  fluid  or  debris. 

As  you  stated  statistically,  aspergillomas  most 
commonly  cause  these  solid  masses  within  a cavity. 
Neoplasms  form  such  a mass  only  very  rarely.  Occa- 
sionally, inspissated  material,  blood  or  fibrin  clot 
may  have  this  appearance. 

Dr.  Hadley:  Are  there  any  other  organisms  rather 
than  aspergillomas  that  would  cause  the  formation 
of  a fungus  ball? 


Dr.  Weens:  Yes,  Candida,  for  instance,  may  do 
this. 

Dr.  Whitaker:  The  patient  underwent  thoracoto- 
my with  resection  of  the  left  upper  lobe.  The  gross 
specimen  demonstrates  the  fungus  ball  lies  in  the 
cavity.  Doctor  Someren,  would  you  tell  us  about  the 
histology? 

Dr.  Aylen  Someren:  Slides  taken  from  the  fungus 
ball  show  necrotic  material  centrally,  but  there  ap- 
pear to  be  viable  organisms  at  the  periphery  of  the 
fungus  ball. 

Dr.  Weens:  There  is  some  question  whether  these 
fungi  are  viable  in  the  fungus  balls.  They  are  often 
quite  difficult  to  culture. 

Comment 

A smooth  movable  mass  in  the  cavity  (sign  of 
pulmonary  air  meniscus)  is  most  often  caused  by  a 
fungus  ball.  Most  authors  believe  that  such  myceto- 
mas develop  in  a pre-existing  cavity  such  as  a tu- 
berculous or  bronchiectatic  cavity  and  are  entirely 
saprophytic  in  character.  Primary  neoplasms  rarely 
produce  this  appearance. 

Emory  University  30322 
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AMA  BOARD  ORDERS  CHANGES  IN  COUNCILS 


Motivated  by  a desire  for  efficiency,  the  “infusion 
of  new  members  and  new  ideas”  and  the  necessity  of 
meeting  restraints  of  the  1973  fiscal  year,  the  Amer- 
can  Medical  Association’s  Board  of  Trustees  has  or- 
dered sweeping  changes  in  the  structure,  operation 
and  numbers  of  its  councils  and  committees. 

Though  emphasizing  that  the  changes  do  not  mean 
certain  areas  of  interest  are  being  abandoned,  the 
Board  reduced  the  size  of  its  councils  and  commit- 
tees; reduced  the  maximum  tenure  of  service  on  them; 
directed  the  councils  and  committees  to  reduce  the 
number  of  their  meetings  to  a minimum  and  to  hold 
them  at  the  AMA  headquarters  in  Chicago  whenever 
possible,  and  terminated  four  councils  and  six  com- 
mittees. 

One  change  that  will  affect  many  AMA  members 
who  have  received  free  specialty  journals  is  the  de- 
cision to  make  these  journals  available  on  subscrip- 
tion basis  only  in  the  future. 

The  Board  estimates  that  savings  resulting  from  its 
actions  will  total  $840,000  for  1973,  which  is  2.5  per 


cent  of  the  AMA’s  budget. 

Before  the  cutback,  AMA  had  17  councils  and  56 
committees  with  more  than  700  members.  The  new 
figure  is  13  councils,  50  committees  and  95  fewer 
members. 

Terminated  were  the  Council  on  Drugs  (12  mem- 
bers); the  Council  on  Occupational  Health  (10)  and 
its  committees  on  Aerospace  Medicine  (seven).  Occu- 
pational Toxicology  (six)  and  Mental  Health  in  In- 
dustry (five);  the  Council  on  Voluntary  Health  Agen- 
cies (seven)  and  its  Committee  on  Continuing  Pro- 
fessional Education  Programs  (16);  the  Council  on 
National  Security  (11);  the  Committee  on  Medicine 
and  Religion  (15)  and  the  Committee  on  Medical  As- 
pects of  Automotive  Safety  (six). 

Size  of  all  councils  and  committees  will  be  reduced 
by  attrition  to  seven  and  five  members  respectively. 
In  the  past  the  size  ranged  from  five  to  1 7. 

Instead  of  the  current  maximum  tenure  of  service  of 
10  years  for  both,  the  new  maximum  will  be  seven 
years  for  councils  and  five  years  for  committees. 
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-4  protocol  for  airway  management  is 
presented  in  order  to  develop 
uniformity  and  excellence  within 
hospitals  in  regard  to  this  very 
important  aspect  of  patient  care. 


Protocol  for  Airway  Management 

HOWARD  S.  BROWN,  M.D.,  L.  NEWTON  TURK,  III,  M.D., 
WILLIAM  A.  HOPKINS,  M.D.,  KENNETH  E.  THOMAS,  M.D.  and 
HILDA  CORBIN,  R.N.,  Atlanta 


X HE  FIRST  TYPE  of  patient  is  the  individual  having 
a temporary  tracheostomy  or  one  usually  in  place 
for  less  than  two  weeks.  These  are  the  patients  fre- 
quently in  Intensive  Care  Units  and  who  have  severe 
temporary  type  of  respiratory  problems,  such  as  ex- 
perienced in  trauma  and  in  whom  the  tracheostomy 
will  eventually  be  removed.  We  feel  that  it  is  very 
important  in  these  people  to  utilize,  what  we  call, 
“sterile  technique.” 

I.  Equipment 

A.  Clean  gloves  and  non-sterile  disposable 
cups. 

B.  Sterile  disposable  suction  catheters. 

C.  Sterile  trays  already  made  up  containing 
rinse  basin,  gloves  and  suction  catheter. 

D.  Suction  source. 

E.  Bottle  of  sterile  saline. 

F.  Disposable  5-10  cc  syringes. 

II.  General  considerations 

A.  Sterile  technique  is  to  be  utilized. 

B.  All  suctioning  procedures  must  be  fully  ex- 
plained to  the  patient. 

C.  The  frequency  of  suctioning  should  be 
adapted  to  the  patient’s  needs  and  timed  to 
coincide  with  changes  of  position  and  defla- 
tion of  cuff.  (Most  patients  with  temporary 
tracheostomies  require  suctioning  every  one 
to  two  hours.) 

D.  Artificial  humidification  is  necessary  in  or- 
der to  prevent  crusting  and  hardening  of 
secretions.  Tracheostomy  collars  and  “T” 
connectors  connected  to  40  to  50  per  cent 
oxygen  with  humidity  are  appropriate  for 
patients  while  not  being  machine  ventilated. 
Patients  on  mechanical  ventilators  have  the 
humidity  provided  for  in  the  nebulizers  that 
are  in  the  mechanical  ventilator  machine. 


E.  The  lumen  of  suction  catheter  should  not 
be  more  than  one  half  of  the  lumen  of  the 
tracheostomy  cannula  and  should  be,  how- 
ever, large  enough  to  handle  the  secretions. 

F.  Brevity  in  suctioning  is  of  the  utmost  im- 
portance. Never  should  a patient  be  suc- 
tioned more  than  15  seconds  without  re- 
ventilating the  patient  so  that  he  can  be  re- 
oxygenated. Many  patients  do  not  even  tol- 
erate 15  seconds  and  the  idea  is  to  spend 
as  little  time  with  each  pass  as  absolutely 
necessary. 

G.  When  patients  are  being  mechanically  ven- 
tilated and  require  inflation  of  tracheostomy 
cuffs  just  inflate  the  cuffs  with  enough  pres- 
sure to  seal  the  leak.  Do  not  routinely  force 
in  a predetermined  amount  of  air. 

H.  Tracheostomy  cuffs  are  inflated  only  to  ac- 
complish mechanical  ventilation  or  prevent 
aspiration.  If  neither  of  these  factors  are  in- 
volved the  cuffs  should  be  deflated. 

I.  Team  work  approach  is  to  be  encouraged 
whenever  possible  and  as  a matter  of  fact 
two  people  are  absolutely  necessary  in  or- 
der to  properly  suction  patients  being  me- 
chanically ventilated  and  to,  at  the  same 
time,  follow  sterile  technique.  Cooperation 
between  the  nursing  service  and  the  inhala- 
tion therapy  department  is  strongly  encour- 
aged to  accomplish  this. 

J.  It  is  advised  to  obtain  deep  tracheal  suction 
specimens  for  culture  and  sensitivity  at  least 
every  other  day  because  of  the  frequently 
changing  sensitivity  of  the  bacterial  flora. 

K.  Cleansing  of  the  tracheostomy  site  with  a 
bland  solution  such  as  zephiran  chloride  is 
encouraged  at  least  every  four  hours  with 
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follow-up  application  of  an  ointment  effec- 
tive against  pseudomonas  and  related  gram 
negative  organisms  such  as  mycolog.  After 
the  ointment  is  placed  a sterile  dressing 
should  then  follow.  Hydrogen  peroxide  is 
only  to  be  used  as  necessary  to  remove 
crusts  about  the  tracheostomy  stoma. 

III.  The  actual  suctioning  procedure  for  temporary 

tracheostomy  patients  being  mechanically  ven- 
tilated. 

A.  The  first  thing  to  do  is  to  suction  the  nose 
and  throat  using  a clean  glove,  sterile  dis- 
posable suction  catheter  and  clean  dispos- 
able cup  with  sterile  saline  or  tap  water  in 
the  cup  to  rinse  the  catheter.  After  the  nose 
and  pharynx  are  adequately  suctioned  out, 
dispose  of  these  previously  used  materials. 

B.  Ventilate  for  approximately  one  minute  on 
100  per  cent  oxygen.  For  those  patients  on 
mechanical  ventilators  just  turn  the  oxygen 
up  to  100  per  cent.* 

C.  Immediately  prior  to  tracheostomy  suction- 
ing deflate  the  tracheostomy  cuff.  Note, 
this  is  ideally  accomplished  by  the  second 
individual,  such  as  an  inhalation  therapist, 
while  the  nurse  herself  accomplishes  the 
suctioning. 

D.  Insert  the  sterile  catheter  as  far  as  it  will  go 
and  suction  while  removing  the  catheter 
from  within  the  tracheostomy.  For  this  pur- 
pose, use  the  already  made  up  sterile  con- 
tainert  housing  the  rinse  basin,  sterile 
catheter  and  glove. 

E.  Reconnect  to  the  ventilator,  inflate  the  cuff 
and  ventilate  at  least  one  minute  on  100  per 
cent  oxygen. 

F.  After  at  least  one  minute  of  ventilation  with 
100  per  cent  oxygen,  turn  the  patient’s  head 
to  the  left,  deflate  the  cuff,  and  insert  suc- 
tion catheter  as  far  as  it  wiU  go  down  the 
right  mainstem  bronchus.  As  before  suction 
only  on  the  way  out  and  after  removal  of 
the  catheter  from  the  tracheostomy  cannula, 
quickly  reinflate  the  cuff  and  attach  to  ven- 
tilator. (Note:  If  the  secretions  seem  to  be 
too  thick  to  be  readily  suctioned,  insert  5- 
10  cc  sterile  saline  into  the  tracheostomy 
cannula  prior  to  insertion  of  the  suction 
catheter.  The  solution  present  in  the  rinse 
basin  may  be  used  for  this  purpose. ) 


* We  particularly  feel  that  preventilation  with  100  per  cent  oxygen 
is  important  in  order  to  have  a satisfactory  circulating  oxygen  supply 
and  thereby  minimize  cardiac  arrest  which  are  sometimes  seen  when 
patient’s  airways  are  suctioned. 

t These  are  available  already  made  up  by  several  manufacturers 
in  sterile  disposable  kits. 


G.  After  the  patient  has  been  re-ventilated  on 
100  per  cent  oxygen  for  at  least  one  minute 
turn  his  head  to  the  opposite  direction  and 
repeat  procedure  above,  only  going  down 
the  opposite  mainstem  bronchus  and  suc- 
tioning on  the  way  out. 

H.  Once  again  ventilate  the  patient  on  100  per 
cent  oxygen  for  approximately  one  minute 
and  then  when  all  suctioning  has  been  com- 
pleted for  this  particular  episode,  turn  the 
inspired  oxygen  concentration  down  to  the 
appropriate  level  on  the  ventilator.  (Note: 
Two  people  are  absolutely  necessary  for 
proper  suctioning  of  patients  who  have 
tracheostomies  and  require  continuous  ven- 
tilation in  order  to  do  it  properly.  In  emer- 
gency situations,  however,  make  use  with 
what  is  available  and  do  not  worry  about 
breaking  rules  but  only  under  absolute 
emergency  situations. ) 

IV.  Procedure  for  suctioning  temporary  tracheos- 
tomies or  endotracheal  tubes  in  patients  not  re- 
quiring continuous  ventilation. 

A.  Inflate  the  cuff  and  ventilate  for  at  least  one 
minute  with  Ambu  bag  or  similar  apparatus 
connected  to  oxygen  running  8 to  10  liters 
per  minute  prior  to  the  actual  suctioning. 

B.  Deflate  the  cuff  and  proceed  with  suction- 
ing as  listed  under  the  procedure  for  tem- 
porary trach  patients  requiring  continuous 
ventilation. 

C.  The  remainder  of  the  suctioning  procedure 
is  exactly  like  that  listed  under  temporary 
trach  patients  requiring  continuous  ventila- 
tion except  for  substitution  of  Ambu  or 
similar  apparatus  for  presuction  ventilation 
rather  than  turning  the  ventilator  up  to  100 
per  cent  before  and  between  each  suction 
episode.  I will  emphasize  that  when  patients 
are  not  being  ventilated  and  are  not  aspirat- 
ing the  tracheostomy  cuff  should  be  de- 
flated. 

Clean  Technique 

The  second  major  category  of  patients  is  the  one 
with  a permanent  tracheostomy  or  arbitrarily  one 
placed  longer  than  two  weeks.  These  are  seen  fre- 
quently in  chronic  obstructive  lung  disease  patients 
and  in  those  patients  with  chronic  neurological  prob- 
lems who  are  not  in  Intensive  Care  Units  and  are  ei- 
ther managed  at  home  or  in  a hospital  room  on  the 
main  floor.  We  do  not  feel  that  absolute  sterile  tech- 
nique is  necessary  in  these  individuals  but  do  empha- 
size a basic  clean  technique  be  utilized  in  their  man- 
agement. 
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PROTOCOL  / Brown,  et  al. 

I.  Equipment 

A.  Clean  gloves  and  cups  of  disposable  nature. 

B.  Sterile  disposable  suction  catheters.* 

C.  A suction  source. 

D.  Bottle  of  sterile  saline  or  tap  water. 

E.  Disposable  5-10  cc  syringes. 

II.  General  considerations 

A.  In  contrast  to  the  temporary  tracheosto- 
mies, a basically  clean  technique  is  used 
rather  than  the  sterile  technique. 

B.  All  suctioning  procedures  must  be  fully  ex- 
plained to  the  patient. 

C.  The  frequency  of  suctioning  should  be 
adapted  to  the  patient’s  needs  and  timed  to 
coincide  with  changes  in  position  and  pos- 
tural drainage,  if  postural  drainage  is  being 
done.  Most  patients  with  permanent  trache- 
ostomies require  suctioning  at  least  every 
two  to  three  hours  if  unable  to  effectively 
clear  their  tracheostomy  cannulas  by  cough- 
ing. Some  of  them  learn  to  cough  and  if 
they  can  do  this  and  evacuate  their  secre- 
tions they  should  be  encouraged  to  do  so. 

D.  Artificial  humidification  is  usually  necessary 
and  best  applied  with  a tracheostomy  col- 
lar connected  to  a source  of  oxygen  and 
humidity.  It  is  not  the  oxygen  that  is  impor- 
tant here  but  rather  the  humidity  to  keep 
the  secretions  from  crusting  and  getting 
hard.t 

E.  The  lumen  of  suction  catheter  should  not 
exceed  one  half  diameter  of  the  tracheos- 
tomy cannula. 

F.  Brevity  is  encouraged  with  15  seconds  be- 
ing absolutely  the  maximum  for  each  suc- 
tioning episode.  (Suctioning  episodes  means 
thrust  of  catheter  into  trachea.) 

G.  The  frequency  of  obtaining  tracheal  secre- 
tions for  culture  and  sensitivity  will  vary 
greatly  with  the  individual  patient. 

H.  The  tracheostomy  site  should  be  cleaned 
at  least  once  daily  with  a bland  solution 
such  as  zephiran,  followed  by  an  anti- 
pseudomonas ointment  such  as  mycolog. 

III.  The  procedure  for  the  actual  suctioning. 

A.  Run  a high  flow  of  oxygen  into  the  trach 
cannula  prior  to  the  suctioning  for  at  least 


* We  feel  that  disposable  catheters  are  the  best  despite  the  fact  that 
clean  technique,  rather  than  sterile  technique,  is  the  basic  management 
of  this  category  of  patients.  We  have  repeatedly  cultured  the  lumens 
of  catheters  which  have  been  reused  for  an  individual  patient  and 
have  found  ready  growth  of  pathologic  bacteria  despite  various  types 
of  bactericidal  soakings  and  irrigations.  For  this  reason  we  believe 
that  catheters  should  be  disposed  of  after  each  use  or,  as  a second 
best  alternative,  completely  resterilized  before  being  used  again.  The 
resterilization  will  have  to  be  by  appropriate  autoclave  methods,  how- 
ever, and  not  by  routine  bactericidal  soaking  techniques. 

t Cold  steam  humidifiers  appropriately  placed  will  suffice  for 
patients  managed  at  home. 


one  minute  to  adequately  oxygenate  the  pa- 
tient. 

B.  Using  the  clean  gloves,  clean  cup  and  sterile 
catheter  insert  the  catheter  into  the  trache- 
ostomy and  suction  while  removing  it.  Be 
brief,  as  mentioned  before. 

C.  Allow  the  patient  to  recover  between  each 
suctioning  episode  and  run  high  flow  oxy- 
gen into  the  tracheostomy  cannula. 

D.  Alternately  introduce  the  catheter  into  each 
mainstem  bronchus  by  turning  the  head  to 
the  appropriate  side  and  then  suction  on 
withdrawal. 

E.  Discontinue  suctioning  when  patient  seems 
to  be  clear  of  his  secretions.  If  the  secre- 
tions seem  to  be  too  thick  to  evacuate  by 
suctioning  alone,  irrigate  the  cannula  with 
5-10  cc  of  sterile  saline  or  tap  water. 

Naso-tracheal  Suctioning 

The  third  major  category  of  patient  is  the  individ- 
ual not  having  a tracheostomy  but  for  whom  naso- 
tracheal suctioning  is  indicated  as  part  of  his  hos- 
pital or  home  management.  This  would  apply  to  pa- 
tients with  medical  pulmonary  problems  and  imme- 
diate postoperative  patients  having  had  either  tho- 
racic or  abdominal  surgery. 

I.  Equipment 

The  same  as  listed  above  for  the  permanent 

tracheostomy  except  it  will  not  be  necessary  to 

have  any  gauze  dressing  for  a tracheostomy. 

II.  General  considerations 

A.  Follow  listings  under  permanent  tracheos- 
tomies except  for  omitting  D,  E,  and  H. 

III.  Actual  suctioning  procedure 

A.  Allow  one  minute  of  nasal  oxygen  to  run 
in  approximately  8 to  10  liters  per  minute. 

B.  The  patient  should  be  sitting  up  as  much 
as  possible  and  he  should  thrust  his  tongue 
forward. 

C.  Either  the  patient  or  an  assistant  should 
grasp  the  tongue  with  a gauze  square  and 
hold  it  forward  during  the  suctioning  pro- 
cedure. 

D.  Using  the  clean  gloves,  sterile  catheter  and 
clean  cups  with  either  sterile  saline  or  tap 
water  in  the  cup,  insert  the  suction  catheter 
through  the  external  nares  and  down  into 
the  pharynx.  With  the  patient  leaning  for- 
ward, neck  extended  and  tongue  held  out, 
introduce  the  catheter  into  the  trachea  with 
patient  taking  deep  breaths.  Once  the  can- 
nula is  in  the  trachea,  gently  push  it  down 
and  then  suction,  moving  it  back. 

E.  Do  not  remove  the  catheter  completely  from 
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the  trachea  but  allow  the  patient  to  rest  be- 
tween each  episode  of  suctioning.  In  other 
words,  the  catheter  may  be  left  in  the  tra- 
chea and  the  patient  encouraged  to  breathe 
around  it  and  allowed  to  recover  between 
each  actual  suctioning  episode.  When  the 
patient  has  recovered,  introduce  the  cathe- 
ter a little  further  down  into  the  trachea  and 
then  suction  on  the  way  back.  Once  again 
do  not  remove  the  catheter  completely  from 
the  trachea.  Allow  the  patient  to  recover 
and  then  turn  his  head  to  one  side  and  in- 
troduce the  catheter  down  the  opposite 
main  bronchus  and  then  suction  on  the  way 
back  into  the  trachea.  Turn  the  head  to  the 
opposite  side  and  repeat  the  same  maneuver 
down  the  opposite  bronchus. 

F.  Allow  the  patient  to  breathe  oxygen  8 to  10 
liters  per  minute  via  nasal  cannula  between 


each  of  the  suction  thrusts. 

G.  Remove  cannula  from  the  trachea  when  pa- 
tient is  clear  of  secretions  or  sooner  if  pa- 
tient obviously  does  not  tolerate  the  suc- 
tioning procedure. 

Note:  The  above  protocol  is  at  the  moment  cur- 
rent and  in  the  future  may  be  varied  accordingly,  as 
better  materials  become  available,  and  basic  con- 
cepts are  changed.  This  is  a basic  protocol  for  the 
use  of  nursing  staff  and  related  hospital  personnel 
and  may  be  modified  only  by  direct  order  of  a pa- 
tient’s physician. 

1175  Peachtree  Street,  N.E.  30309 
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MAG  PERSONNEL  CHANGES 


The  Medical  Association  of  Georgia  announces 
three  additions  to  its  staff,  filling  the  positions  of  ex- 
ecutive secretary  of  the  Georgia  Medical  Care  Founda- 
tion, legislative  representative  and  Journal  managing 
editor. 

Coming  from  San  Francisco,  Calif.,  Mr.  Gustav 
(Gus)  Anderson,  42,  brings  to  the  Foundation  in 
depth  experience  in  the  field  of  health  benefit  admin- 
istration. Prior  to  joining  the  Foundation,  he  was  a 
consultant  for  the  Federal  Regional  Health  Mainte- 
nance Organization  office  and  acted  in  a similar  ca- 
pacity for  a number  of  insurance  carriers  and  large 
self-insured  groups. 

A former  vice  president  of  Pacific  National  Life 
Assurance  Company  and  Republic  National  Life  In- 
surance Company,  Mr.  Anderson  has  worked  closely 
with  most  California  Foundations  for  Medical  Care. 

The  new  executive  secretary  was  born  in  Pennsyl- 
vania and  was  graduated  from  Northwestern  Univer- 
sity. He  served  four  years  as  a Naval  reconnaissance 
photographer  and  was  in  public  information  during 
the  Korean  Conflict. 

Mr.  Anderson  is  a 32  degree  Mason  and  Shriner 
and  enjoys  hunting  and  backpacking.  The  Anderson 
family  includes  the  former  Isabel  Marcantoni  of  San 
Juan  and  their  two  children,  Ingrid,  5,  and  Jonathan,  2. 

The  task  of  communicating  MAG’s  concerns  to  the 
Georgia  Legislature  will  be  handled  by  Rusty  Kidd, 
26,  whose  familiarity  with  state  government  comes  in 
part  from  his  father,  Senator  Edwards  Culver  Kidd, 
Jr. 

Mr.  Kidd  is  a Milledgeville  native  who  majored  in 
finance  at  the  University  of  Tennessee  for  which  he 
played  football  and  basketball.  He  has  served  as  loan 
officer  and  public  relations  representative  for  a Pensa- 
cola, Fla.  bank  and  was  in  the  automobile  business  in 
Sandersville,  Ga. 


Mr.  Kidd  will  be  in  touch  with  medical  societies 
and  auxiliaries  around  the  state,  informing  them  of 
MAG’s  activities  in  the  legislature  and  letting  indi- 
viduals know  how  they  can  be  of  help. 

New  managing  editor  of  the  Journal  is  Kathy  Morse, 
24,  who  comes  to  MAG  after  working  two  years  as  a 
reporter  and  editor  for  a suburban  Atlanta  daily  news- 
paper. 

Born  in  Ft.  Knox,  Ky.,  her  Army  family  lived  in 
Alabama,  New  York,  Italy  and  Japan  before  moving 
to  Florida.  Miss  Morse  received  her  journalism  de- 
gree from  the  University  of  Florida. 


Expanded  staff  now  includes  (L-R)  Rusty  Kidd,  Kathy 
Morse  and  Gus  Anderson. 
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Primary  responsibility  for  rehabilitation 
is  placed  on  the  insurance  carrier  ivith 
understanding  and  cooperation  from 
the  attending  physician. 


Georgia’s  Trial  Program  of  Rehabilitation 


TOM  S.  HOWELL,  JR.,  M.D.,-  Atlanta 


T^he  National  Commission  of  Workmen’s  Com- 
pensation, appointed  by  President  Nixon,  met  in  At- 
lanta on  January  10,  1972.  One  of  the  main  topics 
of  discussion  was  “Rehabilitation.”  The  Commission 
felt  strongly  that  any  seriously  injured  workman, 
physically  unable  to  return  to  his  previous  activity, 
deserved  the  dignity  of  returning  to  gainful  employ- 
ment rather  than  being  dependent  on  “welfare.”  The 
Commission’s  report  was  submitted  to  President 
Nixon  on  July  31,  1972  and  recommended  that 
“each  workmen’s  compensation  agency  establish  a 
medical  rehabilitation  division,  with  the  authority 
to  effectively  supervise  medical  care  and  rehabilita- 
tion services.” 

The  State  of  Georgia  had  no  definite  program  of 
rehabilitation  under  Workmen’s  Compensation; 
however,  a committee  was  appointed  to  study  our 
state’s  needs  and  to  make  recommendations.  The 
committee  members  consisted  of  representatives 
from  the  Workmen’s  Compensation  Board,  Insur- 
ance Industry,  Medical  Association  and  Division  of 
Rehabilitation  Services.  The  Committee’s  first  ob- 
stacle was  the  definition  of  “rehabilitation.”  The 
physician  usually  considers  this  term  in  relationship 
to  therapy  designed  to  restore  functional  ability.  The 
Insurance  Industry  and  Rehabilitation  Services  think 
primarily  of  “job  retraining.”  A combination  of  both 
views,  for  the  overall  welfare  of  the  individual,  is  de- 
sirable. The  program  will  attempt  to  utilize  funds 
from  Workmen’s  Compensation  Insurance  and  from 
Rehabilitation  Services  in  an  effort  to  achieve  maxi- 
mum benefits  for  the  injured  worker. 

Beginning  in  July,  1972  a “trial  program”  has 
been  put  into  effect  in  Georgia.  This  plan  would 
place  the  primary  responsibility  for  rehabilitation  on 
the  insurance  carrier;  however,  understanding  and 
cooperation  from  the  attending  physician  is  neces- 
sary. Within  90  days  of  an  injury  the  insurance  car- 

* Chairman  of  the  Occupational  Health  Committee,  Medical  Associ- 
ation of  Georgia. 


rier  is  required  to  furnish  information  to  the  Board 
of  Workmen’s  Compensation  and  to  the  Office  of 
Rehabilitation  Services  on  any  injury  meeting  the 
following  criteria : 

1.  The  attending  physician  indicates  that  rehabili- 
tation will  be  necessary. 

2.  Injury  of  severity  which  may  likely  prevent  a 
return  to  previous  employment. 

3.  Injury  in  which  disability  is  expected  to  exceed 
26  weeks. 

4.  Injury  in  which  prolonged  or  unusual  medical 
treatment  is  anticipated. 

The  Office  of  Rehabilitation  Services  has  30  days 
in  which  to  investigate  this  case  and  to  furnish  the 
Workmen’s  Compensation  Board  and  the  insurance 
carrier  with  information  regarding  the  desirability 
and  feasibility  of  rehabilitation.  Depending  on  these 
findings,  and  with  the  knowledge  and  consent  of  the 
attending  physician,  appropriate  rehabilitation  at- 
tempts will  be  implemented. 

The  physicians  primary  responsibility  begins  with 
the  “initial  report  of  injury.”  The  report  has  a sec- 
tion (No.  22)  which  relates  to  rehabilitation;  unfor- 
tunately this  segment  is  often  left  incomplete.  The 
physician  will  need  to  educate  office  personnel  as  to 
the  importance  of  completing  this  information.  He, 
also,  will  need  to  exercise  “patience”  during  this  trial 
period.  Many  of  the  insurance  carriers  have  hired 
rehabilitation  nurses  and,  at  present,  few  of  the  car- 
riers are  completely  oriented  as  to  details.  Physicians 
will  probably  receive  unnecessary  telephone  calls 
and  may  be  asked  to  give  additional  medical  reports. 
The  advisory  committee  will  meet  at  quarterly  inter- 
vals and  any  physician  wishing  to  express  an  opinion 
will  be  welcome. 

Hopefully,  there  will  be  cooperation  between  all 
segments  in  this  attempt;  the  ultimate  beneficiary 
will  be  the  patient. 

620  Peachtree  Street,  N.E.  30308 
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EDITORIAL 


Christmas  ...  a Universal  Season 


\.  HE  FESTIVAL  of  “Christ’s  Mass”  or  “Christmas”  ...  as  we  know  the  word  to- 
day  . . . was  first  instituted  in  Rome  by  the  year  336  and  from  there  it  spread 
throughout  the  churches  of  the  East  and  West.  The  purpose  of  the  festival  was  to 
celebrate  the  Incarnation  or  birth  of  Jesus  Christ.  Though  the  precise  moment  of 
the  birth  of  Jesus  of  Nazareth  is  nowhere  recorded,  December  25  was  chosen  to 
commemorate  that  event  in  order  to  substitute  a Christian  festival  for  a very  popu- 
lar pagan  celebration  ...  the  “Birth  of  the  Sun-god”  . . . which  took  place  on  that 
very  date.  The  Emperor  Constantine,  the  first  Roman  emperor  to  become  a Chris- 
tian convert,  probably  had  a hand  in  the  establishment  of  this  Christian  celebration 
since  it  happened  during  his  reign,  and  he  is  known  to  have  made  every  effort  to 
substitute  Christianity  for  the  pagan  religions  of  his  empire. 

Whatever  the  exact  details  of  the  beginning  of  the  Christian  celebration,  how- 
ever, it  is  clear  that  as  it  spread,  it  met  the  needs  of  many  people  throughout  the 
world  whether  Christian  or  not.  It  did  so  because  it  put  an  emphasis  on  joy  and 
thanksgiving,  on  family  togetherness,  on  peace  and  good  will  among  men,  and  on 
the  rebirth  of  hope  for  the  future  of  the  world.  Since  the  world  has  known  but  a few 
hours  of  actual  peace  in  its  entire  existence,  such  aspirations  and  longings  have  al- 
ways captured  the  hearts,  minds,  and  spirits  of  men.  Thus,  today  Christmas  is  not 
only  one  of  the  major  celebrations  of  the  Christian  Church  ...  it  is  a celebration 
which  is  shared  and  enjoyed  by  millions  of  people  who  have  no  commitment  to 
Christianity  at  all. 

Christmas  is  a time  . . . when  the  scattered  members  of  families  gather  together 
in  order  to  be  close  to  those  they  love;  . . . when  houses,  as  well  as  stores  and 
streets,  are  festooned  with  colorful  decorations;  . . . when  trees  are  brought  into 
homes,  meeting  some  primordial  need  within  us  to  be  close  to  nature;  . . . when 
special  foods  are  prepared  with  loving  hands,  shared  at  a common  table  and 
washed  down  with  delightful  beverages. 

Christmas  is  a season  . . . when  gifts  are  exchanged  between  friends  and  special 
gifts  are  given  to  younger  children  by  Santa  Claus;  . . . when  neighbors  are  invited 
into  our  homes,  and  relationships  with  close  friends  are  renewed;  . . . when  cards 
of  greeting  . . . sometimes  with  personal  notes  . . . are  exchanged  to  affirm  old 
friendships  in  the  midst  of  the  very  busy  rush  of  life;  . . . when  carols  and  folk  mu- 
sic get  down  inside  of  us  and  tell  us  of  new  possibilities  for  our  lives  and  for  the 
life  of  this  world. 

Thus,  Christmas  is  a kind  of  universal  season  of  rejoicing  quite  apart  from  its 
specifically  religious  significance  and  often  provides  an  opportunity  for  many  warm, 
rich,  and  varied  human  experiences.  Thanks  be  to  God! 

Thomas  D.  Bowers 
Rector 

St.  Luke’s  Episcopal  Church 
Atlanta 
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CHEMOTHERAPY  OF  CARCINOMA 
OF  THE  BREAST 

CHARLES  M.  HUGULEY,  JR.,  M.D.,*  Atlanta 

C^ARCiNOMA  OF  THE  BREAST  is  one  of  the  more  sensitive  of  the  solid  tumors  to 
chemotherapeutic  agents.  Recent  therapeutic  results  strongly  suggest  that  a really 
effective  chemotherapeutic  regimen  may  be  available  within  the  next  few  years. 

According  to  the  review  by  Livingston  and  Carter^  the  effectiveness  of  single 
agents  in  carcinoma  of  the  breast  is  as  follows : 

Drug  Responses! No.  of  Patients  Percentage  Response  Rate 


Methotrexate  

87/259 

33.6 

Cyclophosphamide  (Cytoxan®) 

52/165 

31.5 

5-Fluorouracil  

306/1207 

25.4 

Melphalan  (Alkeran®) 

20/86 

23 

Vinblastine  (Velban®)  

19/95 

20 

Vincristine  (Oncovin®)  

32/164 

19.5 

Prednisone 

33 

18.5 

The  above  data  refer  only  to  responses;  that  is,  at  least  a 50  per  cent  shrinkage 
of  tumors.  The  complete  response  rate  is  much  smaller. 

Cooper^  has  reported  that  a five-drug  regimen  utilizing  cyclophosphamide, 
5-fluorouracil,  vincristine,  methotrexate  and  prednisone  gave  a complete  remission 
rate  of  85  per  cent.  While  the  experience  of  others  would  indicate  this  is  somewhat 
too  optimistic  a figure,  there  is  no  question  but  that  complete  remissions  are  pro- 
duced by  combination  chemotherapy  in  a large  proportion  of  patients  with  meta- 
static breast  cancer. 

Progress  in  chemotherapy  of  acute  leukemia  and  Hodgkin’s  disease  occurred  in 
two  stages.  First  came  the  development  of  drugs  which,  when  given  alone,  pro- 
duced complete  remissions  in  a significant  percentage  of  patients.  Secondly,  these 
drugs  were  continued  choosing  those  with  different  modes  of  action  and  with  differ- 
ent target  organs  of  toxicity  so  that  almost  full  dosage  of  each  drug  was  tolerated. 
The  use  of  such  combinations  has  tremendously  advanced  our  therapy  for  these 
diseases. 

Perhaps  we  are  nearing  this  point  with  breast  cancer.  We  do  not  have  as  many 
agents  available  which  produce  a significant  percentage  of  responses  as  we  had 
available  for  acute  leukemia  and  Hodgkin’s  disease  nor  has  the  percent  response 
rate  and  completeness  of  response  been  as  good.  Nevertheless,  we  do  have  a series 
of  drugs  with  respectable  response  rates  and  in  combination  these  are  more  likely 
to  produce  good  remissions.  There  is  considerable  activity  throughout  the  country 
at  the  moment  in  the  trial  of  various  combinations  of  drugs  given  in  varying  sched- 
ules hoping  to  improve  the  response  rate  and  decrease  the  toxicity.  The  original 
Cooper  regimen  was  administered  for  only  8 weeks  because  it  is  so  toxic  that  it  is 

* Medical  Vice  President,  American  Cancer  Society,  Georgia  Division,  Inc. 
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hard  to  maintain  it  longer  than  that.  Experience  with  other  diseases  suggests  that 
a cyclic  regimen  with  short  rest  periods  may  permit  patients  to  tolerate  larger  doses 
for  a longer  time. 

Unfortunately,  the  complete  remissions  induced  by  combination  therapy  usually 
do  not  last  very  many  months.  Indeed,  when  a single  agent  does  produce  a response 
it  is  likely  to  last  as  long  as  that  produced  by  the  multiple  agents.  Experience  with 
other  diseases  would  indicate  that  a longer  duration  of  treatment  may  be  necessary. 

Earlier  Attack 

Once  we  have  identified  a really  effective  combination  which  can  be  used  in  full 
dosage  for  6 months  or  longer,  we  should  be  in  position  to  attack  cancer  of  the 
breast  at  an  earlier  stage.  Chemotherapy  is  most  effective  when  the  total  amount 
of  tumor  in  the  body  is  at  its  lowest.  This  time  is  obviously  in  the  postoperative  pe- 
riod. About  80  per  cent  of  premenopausal  women  who  are  found  to  have  four  or 
more  positive  nodes  at  the  time  of  radical  mastectomy  will  be  dead  in  5 years. 
Trials  of  adjuvant  chemotherapy  should  concentrate  on  a high  risk  group  like  this. 
With  one  exception  previous  attempts  at  adjuvant  therapy  have  been  disappointing. 
The  National  Surgical  Adjuvant  Breast  Project  has  been  able  to  demonstrate  that 
premenopausal  women  with  four  or  more  nodes  positive  at  the  time  of  surgery, 
have  a longer  disease-free  interval  and  a greater  five  year  survival  if  treated  with 
a single  course  of  Thio-TEPA  postoperatively.^ 

We  now  know  such  a therapeutic  regimen  is  inadequate.  Intensive  therapy  with 
a combination  of  drugs  maintained  at  least  6 months  can  be  expected  to  do  consid- 
erably more.  However,  we  should  first  determine  which  combination  is  most  effec- 
tive in  advanced  mammary  cancer.  It  is  difficult  to  consider  offering  untested  treat- 
ment to  a group  of  younger  women  without  evidence  of  disease  when  one  consid- 
ers the  sometimes  disabling  toxicity  and  the  universal  severe  discomfort  that  ac- 
companies combination  chemotherapy.  This  reluctance  to  put  women  on  a very 
toxic  schedule  for  at  least  6 months  when  its  value  in  advanced  disease  has  not 
been  proven  has  led  the  National  Surgical  Adjuvant  Breast  Project  to  devise  a sur- 
gical adjuvant  program  which  utilizes  melphalan  (Alkeran®)  given  intensively  over 
a two-year  period.  Hopefully,  this  is  going  to  be  effective  but  it  is  highly  unlikely 
that  the  effectiveness  will  be  nearly  that  which  might  be  obtained  with  a combina- 
tion drug  approach. 

In  the  meantime,  large  numbers  of  patients  treated  on  controlled  protocols  will 
be  necessary  to  give  us  some  of  the  answers  posed  in  the  above  discussion. 

1365  Clifton  Road,  N.E.  30322 
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PITFALLS  IN  INVESTING  IN  REAL  ESTATE 

SYNDICATIONS 

WALTER  G.  MOELING,  IV,*  Atlanta 

I N RECENT  YEARS,  the  growth  of  the  real  estate  syndication  as  an  investment  medi- 
um has  been  very  significant.  For  a variety  of  reasons,  doctors  have  been  frequent 
participants  in  syndications  of  both  raw  land  and  developed  property.  Too  often, 
investments  in  such  syndications  have  been  made  on  the  basis  of  inadequate,  mis- 
leading and  inaccurate  information. 

Stated  simply,  a real  estate  syndication  is  a device  whereby  the  funds  of  several 
investors  (usually  partners,  limited  partners,  joint  venturers  or  co-tenants)  are  in- 
vested in  the  purchase  of  a single  piece  of  developed  or  undeveloped  real  estate. 
The  syndicate  is  usually  sponsored  by  a promoter,  who  may  be  a real  estate  agent 
or  a property  owner  or  the  representative  of  the  owner  of  the  property  to  be  syndi- 
cated. The  credibility,  competency  and  honesty  of  the  promoter  is  of  utmost  im- 
portance. Any  investor  should  make  certain  he  is  not  being  led  on  by  extravagant 
tales  of  financial  success  such  as  those  which  filter  regularly  through  the  investment 
(and  medical)  community. 

Physicians,  as  a profession,  are  the  natural  targets  of  many  promoters  of  real  es- 
tate syndications.  In  fact,  some  estate  syndications  have  been  put  together  simply 
by  a random  mailing  of  promotional  literature  to  physicians  listed  in  the  yellow 
pages.  This  article  will  survey  many  of  the  problems,  dangers  and  pitfalls  which 
confront  an  investor  in  real  estate  syndications  and  will  offer  suggestions  which  may 
be  of  help  in  evaluating  any  given  syndication. 

The  legal  form  in  which  the  syndicate  is  being  organized  is  the  first  important 
area.  Generally,  syndicates  are  structured  as  either  general  or  limited  partnerships, 
joint  ventures  (which  in  legal  effect  are  substantially  the  same  as  general  partner- 
ships) or  co-tenancies. 

In  a general  partnership  or  joint  venture  situation,  all  of  the  investors  are  treated 
as  partners  and  are  equally  liable  for  the  debts  of  the  syndicate.  Where  the  syndi- 
cate has  invested  in  raw  land,  these  debts  usually  begin  and  end  with  the  purchase 
mortgage  on  the  property.  If  the  property  is  to  be  developed,  then  the  risk  of  per- 
sonal liability  is  of  course  much  greater.  If  the  form  of  syndication  is  that  of  a lim- 
ited partnership,  the  liability  of  a limited  partner  is  limited  to  the  amount  he  ex- 
pressly agrees  to  contribute  to  the  limited  partnership. 

Use  Caution 

Some  promoters  structure  their  syndicates  in  the  form  of  “co-tenancies,”  which 
means  that  the  investors  are  not  partners,  but  merely  common  owners  of  the  prop- 

* Prepared  at  the  request  of  The  Medical  Association  of  Georgia.  Mr.  Moeling  is  an  associate  in  the 
firm  of  Powell,  Goldstein,  Frazer  & Murphy,  General  Counsel  to  the  Association. 
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erty.  This  practice  is  legally  suspect  and  may  lead  to  unforeseen  consequences.  For 
example,  many  co-tenancy  agreements  have  express  provisions  that  the  co-tenants 
are  not  partners.  The  danger  here  is  that  the  Internal  Revenue  Service  will  agree 
that  the  co-tenants  are  not  partners  but  will  contend  that  the  co-tenants  have 
formed  an  association  taxable  as  a corporation.  In  this  event,  none  of  the  tax  bene- 
fits (such  as  interest  deduction  or,  in  the  case  of  developed  property,  depreciation) 
would  be  passed  through  to  the  investors  and  a double  tax  (both  at  the  corporate 
and  at  the  shareholder  level)  would  have  to  be  paid  when  the  property  is  sold.  An- 
other very  real  danger  is  that  the  courts  would  find  that  a partnership  exists  in  fact, 
and  would  hold  that  the  “co-tenants”  are  therefore  liable  for  all  the  debts  and  lia- 
bilities of  the  syndicate.  The  risks  involved  in  structuring  a transaction  in  this  man- 
ner in  most  cases  outweigh  the  alleged  benefits.  Accordingly,  investment  in  a “co- 
tenancy” situation  should  be  approached  with  caution. 

If  the  chosen  form  of  the  syndicate  is  a limited  partnership,  the  investor  must  be 
certain  that  the  limited  partnership  complies  with  the  Internal  Revenue  Service 
Regulations.  This  is  particularly  true  where  the  general  partner  is  a corporation. 
The  risk,  again,  is  that  the  limited  partnership  may  be  taxed  as  a corporation  and 
none  of  the  tax  benefits  will  be  passed  through  to  the  individual  investor. 

In  addition  to  considering  the  personal  liability  and  tax  problems  outlined  above, 
the  investor  must  also  look  carefully  to  the  provisions  of  the  syndication  agree- 
ment. In  particular,  many  of  these  agreements  contain  provisions  obligating  the  in- 
vestor to  make  additional  contributions.  These  provisions  are  often  open-ended, 
and  may  contain  extremely  harsh  provisions,  such  as  forfeiture,  for  failure  to  make 
these  additional  contributions.  Also,  many  agreements  contain  provisions  exculpat- 
ing the  promoter  from  any  liability,  and  permitting  extensive  self-dealing.  The  in- 
vestor should  review  these  provisions  with  care  and  should  insure  that  adequate 
safeguards  are  contained  in  these  and  other  areas  of  the  agreement. 

Regardless  of  the  form  chosen  for  the  syndicate,  real  estate  syndications  can 
(and  often  do)  involve  the  issuance  of  “securities”  as  that  term  is  used  in  both  the 
federal  and  Georgia  securities  laws.  Notwithstanding  statements  to  the  contrary  in 
some  promotional  literature,  general  and  limited  partnership  interests,  joint  venture 
interests,  and  co-tenancy  interests  usually  constitute  “securities”  and  thus  the  sale 
of  these  interests  is  subject  to  federal  and  state  regulation  in  the  same  manner  as 
the  sale  of  stocks  and  bonds.  If  the  syndication  is  subject  to  the  securities  laws  and 
if  the  promoter  fails  to  comply,  the  investor  may  generally  require  the  promoter  to 
refund  his  investment  within  a specified  period. 

Investigate  Carefully 

The  thrust  of  both  the  state  and  federal  securities  laws  is  to  disclose  information 
material  to  the  transaction  and  to  prohibit  misleading  statements  and  representa- 
tions. The  investor  should  investigate  the  status  of  any  syndicate  very  carefully, 
and  should  seek  advice  if  the  promoter  claims  the  securities  laws  are  not  applica- 
ble. A possible  safeguard  here  would  be  an  opinion  of  counsel  that  the  promoter’s 
claims  are  accurate.  As  professionals,  doctors  should  appreciate  the  dangers  inher- 
ent in  relying  on  a layman’s  claim  as  opposed  to  a professional  opinion. 

Even  beyond  the  strictly  legal  problems  that  have  been  mentioned,  there  are  oth- 
er dangers  which  confront  the  potential  investor.  Without  attempting  to  name  all 
of  the  possible  points  of  inquiry,  several  of  them  should  always  be  considered  by 
a potential  investor. 

Close  inquiry  should  be  made  concerning  the  compensation  or  fees  of  the  pro- 
moter. Promoter’s  fees  can  and  do  vary  greatly  and  they  may  be  taken  in  many 
different  forms.  For  example,  a promoter  may  buy  the  real  estate  himself  at  one 
price  and  then  re-sell  the  property  to  the  syndicate  at  a higher  price;  he  may  cause 
the  syndicate  to  purchase  the  property  from  a related  entity  at  an  increased  price; 
or  he  may  charge  dual  commissions,  both  on  the  purchase  and  on  the  eventual  sale 
of  the  real  estate.  This  latter  point  is  particularly  important  where,  under  the  syndi- 
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cation  agreement,  the  promoter  is  able  to  control  the  re-sale  of  the  property.  In  ad- 
dition, promoters  of  developed  property  frequently  charge  management  fees  for 
managing  the  property  and  rental  fees  for  renting  the  property.  Finally,  many  pro- 
moters may  retain  a percentage  interest  in  the  syndicate  in  exchange  for  their  ser- 
vices, in  addition  to  some  or  all  of  the  other  forms  of  compensation.  The  promoter 
is  of  course  entitled  to  a reasonable  fee  for  his  services,  but  the  wise  investor  should 
investigate  the  amount  of  the  fee  and  the  extent  and  nature  of  any  self-dealing  or 
dealing  with  related  entities.  If  the  promoter’s  fee  and  other  forms  of  compensation 
are  unreasonably  high,  the  investors’  return  may  be  severely  limited. 

Reasonable  Priees 

Another  area  which  should  be  closely  scrutinized  is  the  promoter’s  description 
of  the  property  and  its  alleged  value.  Some  brochures  are  quite  vague  as  to  the  lo- 
cation of  the  property  and  its  availability  to  highways  and  utilities.  Claims  that  the 
property  was  purchased  at  less  than  fair  value  or  that  it  will  produce  an  unusually 
high  rate  of  return  should  be  suspect.  The  investor  should  also  verify  claims  of  im- 
minent construction  of  new  roads,  sewers  and  water  mains. 

As  a matter  of  fact,  some  real  estate  syndicates  are  now  holding  property  which 
was  purchased  at  such  a high  price  that  it  cannot  be  developed  profitably.  Many 
parcels  of  property  near  metropolitan  areas  have  already  changed  hands  two  or 
three  times  in  recent  years,  frequently  at  unrealistically  high  prices. 

Comparable  real  estate  sales  in  the  area  of  the  property  to  be  syndicated  can 
sometimes  be  guides  to  reasonable  prices  for  the  property  being  offered.  However, 
comparable  sales  cannot  be  reasonable  guides  unless  they  are  confirmed  as  being 
the  actual  prices  per  acre,  unless  the  terms  of  the  comparable  sale  are  also  consid- 
ered, and  unless  the  properties  involved  are  actually  “comparable.”  For  example, 
a purchase  price  of  $1,000  per  acre  in  cash  is  not  comparable  to  a purchase  price 
of  $1,000  per  acre  which  is  payable,  for  example,  interest  only  for  ten  years  with 
the  balance  then  payable  in  subsequent  installments.  The  promotional  literature 
should  include  the  terms  on  which  the  comparable  properties  were  sold,  and  should 
note  other  differences  such  as  access  to  transportation  and  utilities,  timber  poten- 
tial, current  use,  zoning,  etc. 

With  respect  to  developed  property,  the  alleged  tax  benefits  should  be  carefully 
scrutinized  by  the  investor  and  his  personal  tax  advisor.  If  a major  basis  for  the  in- 
vestment in  the  property  is  a tax  benefit,  the  investor  should  require  an  opinion  of 
the  promoter’s  counsel  that  the  tax  benefits  that  are  claimed  are  really  available. 

There  are  many  potential  pitfalls  in  participating  in  a real  estate  syndication.  Ac- 
cordingly, discretion  and  caution  should  be  used.  This  does  not  mean  that  real  es- 
tate syndications  should  be  avoided.  Many  syndications  offer  excellent  investment 
and  tax  shelter  opportunities  for  doctors.  However  care  must  be  taken  to  identify 
the  legitimate  promoter  and  the  legitimate  project. 

This  article  does  not  purport  to  cover  all  the  aspects  of  real  estate  syndication. 
The  physician  should  consult  his  advisors  as  to  any  particular  investment. 
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metropolitan  Atlanta  civic  cluhs  and  health  and  wel- 
fare organizations  have  been  asked  to  submit  nom- 
inations by  Jan.  1,  1973  with  announcement  of  the 
winner  at  a February  banquet. 

The  DeKalb  Medical  Society  is  undertaking  a cam- 
paign with  the  county  chamber  of  commerce  to  in- 
terest young  physicians  in  locating  a permanent  prac- 
tice there.  Posters  are  being  distributed  to  medical 
colleges  and  hospitals  throughout  the  United  States 
and  ads  are  being  placed  in  medical  journals. 

Praise  from  the  Georgia  Medical  Society  has  gone 
to  Maj.  Everett  E.  Price,  chief  inspector  for  the  Bureau 
of  Drug  Abuse  Control  for  efforts  toward  curbing  that 
problem  in  the  city. 
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Active — MAA — U 

Levy,  Moreno  Y. 

Life— MAA— FP 


490  Peachtree  St.,  N.  E. 
Atlanta,  Georgia  30308 

Emory  University 
Atlanta,  Georgia  30322 

Emory  University  School  of 
Medicine 

Atlanta,  Georgia  30322 

3316  Piedmont  Rd.,  N.  E. 
Atlanta,  Georgia  30305 

4649  S.  Ashland 
Atlanta,  Georgia  30309 


PERSONALS 


First  District 

Irving  Victor,  Savannah,  representing  the  Georgia 
Medical  Society,  is  serving  on  a board  to  set  up  and 
administer  a proposed  Chatham-operated  emergency 
medical  services  (EMS). 

A.  J.  Yates,  Jr.  of  Soperton  received  the  degree  of 
Fellow  from  the  American  Academy  of  Family  Phy- 
sicians at  its  inaugural  ceremony  Sept.  26  in  New  York 
City. 

Fourth  District 


McKinney,  Ray  L. 

Active — ^Dougherty — R 

Mokal,  Albert  J. 

Active — MAA— R 

Patton,  Maurice  G. 
Active — Richmond — PH 

Rabb,  Forte  C. 

Active — Hall — D 

Sanders,  Conrad  W.,  Jr. 
Active — Richmond — Su 


417  Fourth  Ave. 

Albany,  Georgia  31705 

35  Linden  Ave.,  N.  E. 
Atlanta,  Georgia  30309 

1001  Bailie  Dr. 

Augusta,  Georgia  30902 

327  Northside  Dr.,  N.  W. 
Gainesville,  Georgia  30501 

Medical  College  of  Georgia 
Augusta,  Georgia  30902 


V.  H.  Bennett,  86,  of  Gay  was  honored  with  a cat- 
fish supper  on  an  October  afternoon  by  a group  of  100 
friends  who  presented  him  with  a green  reclining 
chair.  He  said  he  will  enjoy  it  when  he  retires  but  has 
announced  no  plans  to  end  his  practice  which  began 
61  years  ago. 

Sixth  District 

John  A.  Bell,  Jr.  and  Fred  J.  Coleman  of  Dublin 
have  been  awarded  the  degree  of  Fellow  by  the  Amer- 
ican Academy  of  Family  Physicians  at  the  inaugural 
ceremony  Sept.  26  in  New  York  City. 


Summers,  Gerald  R. 
Active — Richmond — R 

Tyler,  Richard  M. 
Active — MAA — Or 


1415  Gwinnett  St. 
Augusta,  Georgia  30902 

75  Piedmont  Ave.,  N.  E. 
Atlanta,  Georgia  30303 


Eighth  District 

Russell  A.  Acree  of  Hahira  and  Janies  C.  Disinuke, 
Jr.,  of  Adel  have  been  named  Fellows  of  the  American 
Academy  of  Family  Physicians. 


Wingate,  Hubert  W.  71 1 N.  Monroe  St. 

Active — Dougherty — N Albany,  Georgia  31701 

SOCIETIES 

The  Medical  Association  of  Atlanta  is  soliciting 
nominations  for  its  Aven  Cup,  an  annual  award  to 
the  physician  making  the  most  outstanding  contribu- 
tion in  the  field  of  community  service.  More  than  100 


Ninth  District 

Robert  Pauly  is  now  associated  with  the  Toccoa 
Clinic  group  working  with  J.  Wade  Knowlton  and  Rob- 
ert Slate  in  the  Department  of  Surgery.  He  is  a Luxem- 
burg native  who  grew  up  in  the  Congo  and  received 
his  medical  education  at  the  University  of  Lau- 
sanne in  Switzerland.  His  internship  and  surgical 
training  were  in  the  United  States  and  he  has  com- 
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pleted  service  as  a medical  officer  in  the  U.S.  Navy. 
Dr.  Pauly  is  Board  Eligible  in  general  surgery. 

Tenth  District 

Robert  G.  Ellison  of  Augusta  has  been  appointed 
Governor  for  the  American  College  of  Surgeons. 
Luther  H.  Wolff  of  Columbus  also  serves  as  Governor 
for  the  Georgia  Chapter  of  A.C.S. 

DEATHS 

James  Hubert  Milford 

James  Hubert  Milford,  Sr.,  53,  a general  practi- 
tioner in  Hartwell  27  years,  died  October  26  of  leu- 
kemia in  Emory  University  Hospital. 

Born  in  Hart  County,  Dr.  Milford  was  graduated 
from  Emory  University  and  the  Medical  College  of 
Georgia.  He  interned  at  Georgia  Baptist  Hospital  and 
served  as  a captain  with  the  U.S.  Medical  Corps  dur- 
ing World  War  II. 

Dr.  Milford  was  past  president  of  the  Georgia 
Academy  of  Family  Physicians,  past  chairman  of  the 
State  Medical  Education  board,  former  director  of  the 
Hart  County  Chamber  of  Commerce  and  was  Hart 
County  Medical  Examiner. 

Additional  professional  memberships  included  the 
American  Medical  Association,  American  Academy  of 


THE  MONTH  IN 


Only  a handful  of  some  2,600  health  related  bills  in- 
troduced into  the  92nd  Congress  have  become  public 
law.  The  most  talked  about  pieces  of  health  legislation 
over  the  past  two  years — national  health  insurance  and 
health  maintenance  organizations — have  been  set  aside 
for  deliberation  by  next  year’s  93rd  Congress. 

After  long  years  of  debate  by  two  sessions  of  the 
Congress,  the  Social  Security  catch-all  legislation 
(H.R.  1)  with  its  significant  amendments  to  Medicare 
and  Medicaid  gained  passage  and  has  been  signed  into 
law  by  the  President.  Three  of  its  measures  are  of  ma- 
jor importance  to  physicians. 

First  is  the  Professional  Standards  Review  Organiza- 
tion (PSRO)  proposal  of  Utah’s  Senator  Wallace  Ben- 
nett which  is  designed  to  improve  quality  and  utiliza- 
tion review  of  health  care  on  a national  basis.  This  pro- 
vision of  the  law  stresses  that  over  the  next  two  years 
peer  review  will  be  concentrated  in  institutional  set- 
tings rather  than  in  physicians’  offices,  such  review  to 
be  undertaken  by  physician  organizations  only. 

Second,  the  new  law  stipulates  that  Medicare  and 
Medicaid  patients  may  receive  care  from  health  main- 
tenance organizations  (HMD’s)  but  that  federal  reim- 
bursement for  such  care  will  be  no  greater  than  for 
similar  services  rendered  by  non-HMD  providers. 

Third,  the  new  law  grants  certain  chiropractic  bene- 
fits to  Medicare  and  Medicaid  patients.  As  passed  by 
the  Senate,  chiropractic  benefits  were  limited  only  to 
manipulation  of  the  spine.  In  joint  conference.  House 
members  further  modified  the  Senate  provision  to  re- 


Family  Physicians  and  Elbert,  Franklin  and  Hart 
Medical  Association. 

Survivors  include  his  widow,  Mrs.  Charlotte  Mills 
Milford;  sons,  James  Hubert  Milford,  Jr.  of  New  York, 
N.Y.  and  Jon  David  Milford  of  Atlanta. 

Eli  Alvin  Rosen 

Eli  Alvin  Rosen,  58,  died  Dctober  22  in  Dalton  fol- 
lowing a heart  attack. 

He  was  born  in  Brooklyn,  N.Y.  and  received  his 
education  at  the  University  of  West  Virginia,  the  Uni- 
versity of  West  Virginia  Medical  College  and  Univer- 
sity of  Virginia  Medical  College.  During  World  War 
II  he  served  in  the  U.S.  Army  Medical  Corps. 

Active  in  professional  and  civic  organizations.  Dr. 
Rosen  was  a member  of  the  American  Medical  As- 
sociation, Academy  of  Family  Physicians,  past  presi- 
dent of  the  medical  staff  of  Hamilton  Memorial  Hos- 
pital, past  president  of  Whitfield-Murray  Medical  So- 
ciety. 

Dr.  Rosen  was  member  of  the  Board  of  Georgia 
Arthritis  Foundation,  Junior  Achievement  and  the 
Committee  of  United  Appeal  and  was  past  president 
of  Temple  Beth-El. 

Survivors  include  his  widow,  Mrs.  Bernice  C.  Rosen; 
sons.  Dr.  Barrett  Rosen  of  Louisville,  Ky.,  Robert 
Rosen  of  Washington,  D.C.  and  Gary  Rosen  of 
New  York,  N.Y.;  mother,  Mrs.  Jennie  Rosen;  and 
brother,  Fred  W.  Rosen  of  New  York  City;  sister, 
Mrs.  Helene  Alisberg  of  West  Hartford,  Conn. 


WASHINGTON 

quire  that  chiropractic  benefits  be  covered  only  after 
an  x-ray  revealed  subluxation.  The  language  of  the  law 
is  not  specific,  but  apparently  the  x-ray  cost  will  not  be 
paid  for  by  Medicare,  nor  may  the  x-ray  be  interpreted 
by  a chiropractor.  However,  this  point  will  not  be  clari- 
fied until  the  regulations  are  written.  The  provision  also 
requires  that  chiropractors,  in  order  to  be  reimbursed, 
must  meet  minimum  standards  established  by  the  Sec- 
retary, Department  of  Health,  Education  and  Welfare. 

Peer  Review 

Under  the  peer  review  provision  of  the  new  law,  lo- 
cal medical  societies  will  have  the  opportunity  to  estab- 
lish peer  review  mechanisms,  operating  independently, 
to  review  the  quality  of  care  hospitals  and  nursing 
homes  provide  to  Medicare  and  Medicaid  patients. 

Task  of  the  PSRD  is  to  “assure  proper  utilization  of 
care  and  services  . . . utilizing  a formal  professional 
mechanism  representing  the  broadest  possible  cross- 
section  of  practicing  physicians  in  an  area.” 

The  HEW  Department  could  reach  agreement  only 
“with  a qualified  organization  which  represents  a sub- 
stantial proportion  of  the  physicians  in  the  geograph- 
ical area.  . . .”  If  this  isn’t  achieved  by  1976,  HEW 
could  turn  to  some  other  group  to  establish  the  PSRD. 

A PSRD  would  be  required  to  review  only  institu- 
tional care  and  services  through  1975  unless  it  chooses 
— with  approval  of  the  government — to  broaden  the 
scope  to  include  private  practice. 
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During  the  pre-1976  period,  10  per  cent  or  more  of 
the  practicing  physicians  in  an  area  could  demand  a 
poll  of  all  practicing  physicians  to  determine  whether 
the  organization  negotiating  to  set  up  a PSRO  substan- 
tially represents  the  physicians  of  the  area.  A more 
than  50  per  cent  “no”  vote  would  break  off  the  negoti- 
ations. 

From  now  until  the  end  of  next  year,  the  HEW  De- 
partment is  ordered  to  establish  PSRO  areas  around  the 
country  (usually  300  or  more  physicians).  In  some 
cases  it  is  believed  that  entire  smaller  states  will  be  des- 
ignated as  PSRO  areas. 

In  carrying  out  its  responsibilities  the  PSRO  would 
be  required  to  regularly  review  provider  and  practi- 
tioner profiles  of  care  and  service  (that  is,  the  patterns 
of  services  delivered  to  Medicare  and  Medicaid  bene- 
ficiaries by  individual  health  care  practitioners  and  in- 
stitutions) and  other  data  to  evaluate  the  necessity, 
quality,  and  appropriateness  of  services  for  which  pay- 
ment may  be  made  under  the  Medicare  and  Medicaid 
programs. 

The  PSRO  would  be  expected  to  analyze  the  pattern 
of  services  rendered  or  ordered  by  individual  practi- 
tioners and  providers  and  to  concentrate  its  attention 
on  situations  in  which  unnecessary,  substandard,  or  in- 
appropriate services  seem  most  likely  to  exist  or  occur. 

A PSRO  would  have  authority  to  approve  the  medi- 
cal necessity  of  all  elective  hospital  admissions  in  ad- 
vance— solely  for  the  purpose  of  determining  whether 
Medicare  and  Medicaid  will  pay  for  the  care.  The 
PSRO  would  also  be  required  to  acknowledge  and  ac- 
cept, in  whole  or  in  part,  an  individual  hospital’s  own 
review  of  admissions  and  need  for  continued  care,  on 
a hospital-by-hospital  basis,  where  it  has  determined 
that  a hospital’s  “in-house”  review  is  effective.  It  is  ex- 
pected that  where  such  “in-house”  review  is  effective 
this  authority  would  be  exereised  by  the  PSRO.  Sim- 
ilarly, a PSRO  would  be  required  to  acknowledge  and 
aecept  for  its  purposes,  review  activities  of  other  medi- 
cal facilities  and  organizations,  including  those  internal 
review  activities  of  comprehensive  prepaid  group  prac- 
tice programs  such  as  the  Kaiser  Health  Plans  and  the 
Health  Insurance  Plan  (HIP)  in  New  York  to  the  ex- 
tent such  review  activities  are  effective. 

The  PSRO  would  (after  reasonable  notice)  recom- 
mend to  HEW  appropriate  action  against  persons  re- 
sponsible for  gross  or  continued  overuse  of  services,  for 
use  of  services  in  an  unnecessarily  costly  manner,  or  for 
inadequate  quality  of  services  and  would  act  to  the  ex- 
tent of  its  authority  and  influence  to  correct  improper 
activities. 

Where  a review  organization  finds  that  voluntary  and 
educational  efforts  fail  to  correct  or  remedy  an  im- 
proper situation,  it  would  transmit  its  recommendations 
concerning  sanctions  through  a statewide  council  to  the 
secretary  of  HEW. 

The  secretary  could  terminate  or  suspend  Medicare 
and  Medicaid  payments  for  the  services  of  the  practi- 
tioner or  provider  involved,  or  assess  an  amount  reason- 
ably related  to  the  excessive  costs  to  the  programs  de- 
riving from  the  acts  or  conduct  involved. 

A PSRO  would  have  the  responsibility  of  determin- 
ing— for  purposes  of  eligibility  for  Medicare  and  Medic- 
aid reimbursement — whether  care  and  services  provid- 
ed were:  first,  medically  necessary,  and  second,  pro- 
vided in  accordance  with  professional  standards.  Addi- 
tionally, the  PSRO  where  medically  appropriate,  would 


encourage  the  attending  physician  to  utilize  less  costly 
alternative  sites  and  modes  of  treatment. 

The  PSRO  would  not  be  involved  with  questions 
concerning  the  reasonableness  of  charges  or  costs  or 
methods  of  payment  nor  would  it  be  concerned  with 
internal  questions  relating  to  matters  of  managerial  ef- 
ficiency in  hospitals  or  nursing  homes  except  to  the  ex- 
tent that  such  questions  substantially  affect  patterns  of 
utilization.  The  PSRO’s  responsibilities  are  confined  to 
evaluating  the  appropriateness  of  medical  determina- 
tions so  that  Medicare  and  Medicaid  payments  will  be 
made  only  for  medically  necessary  services  which  are 
provided  in  accordance  with  professional  standards  of 
care. 

The  local  PSRO  would  be  primarily  responsible  for 
review  of  all  Medicare  and  Medicaid  services  rendered 
or  ordered  by  physicians  in  its  area.  The  purpose  of  the 
provision  is  to  establish  a unified  review  mechanism 
for  all  health  care  services  under  the  aegis  of  the  prin- 
cipal element  in  the  health  care  equation,  the  physi- 
cian. 

HMO  Option 

The  legislation  contains  the  Administration’s  request 
for  allowing  Medicare-Medicaid  beneficiaries  to  enroll 
in  HMO’s,  but  limits  the  choice  to  existing  pre-paid 
group  practicing  plans  by  providing  that  incentive  re- 
imbursement would  be  available  only  to  HMO’s  with 
a minimum  membership  of  25,000  and  which  have 
been  in  operation  for  at  least  two  years.  Instead  of  the 
Administration’s  plan  for  paying  such  HMO’s  95  per 
cent  of  the  combined  part  A and  part  B costs  of  Medi- 
care patients  in  an  area,  the  bill  sets  out  a formula  un- 
der which  HMO’s  would  receive  one-half  of  the  savings 
if  care  has  been  rendered  for  less  than  the  Medicare  av- 
erage in  an  area  (the  so-called  incentive  reimburse- 
ment), but  would  have  to  absorb  the  entire  loss  if 
HMO  treatment  for  Medicare  beneficiaries  runs  higher 
than  regular  Medicare  costs  in  the  area. 

The  Joint  Conference  rejected  a provision  that  would 
have  made  the  federal  government  share  in  the  losses 
of  HMO  care  to  Medicare  patients,  as  well  as  a provi- 
sion that  would  have  established  a bonus  arrangement 
for  states  providing  HMO  care  for  Medicare  benefici- 
aries. 

Chiropractic 

Inclusion  of  chiropractic  benefits  for  the  first  time  in 
a federal  program  was  a setback  for  the  medical  pro- 
fession, the  Administration,  and  numerous  other  anti- 
chiropractic forces.  However,  the  modification  of  the 
chiropractic  benefit  language  in  conference  may  make 
it  practically  unworkable.  As  passed  by  the  Senate, 
chiropractic  benefits  were  limited  to  manual  manipula- 
tion of  the  spine.  In  conference,  this  was  modified  to 
require  that  benefits  would  be  covered  only  after  an 
x-ray  revealed  subluxation.  Apparently  the  x-ray  cost 
will  not  be  covered,  nor  can  it  be  interpreted  by  a chi- 
ropractor, but  these  points  will  not  be  clarified  until 
regulations  are  written. 

Senator  Edward  Kennedy  attempted  by  an  amend- 
ment from  the  floor  to  strike  the  chiropractic  provision, 
but  it  was  soundly  defeated  by  a vote  of  66  to  6.  Sub- 
sequently, the  Massachusetts  senator  admonished  the 
AMA  for  not  supporting  his  amendment. 

However  laudable  his  effort.  Senator  Kennedy — an 
experienced  parliamentarian — should  have  recognized 
that  his  attempt  to  strike  the  chiropractic  provision  had 
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no  chance  of  success.  His  amendment  to  H.R.  1 was 
unprinted;  he  introduced  it  from  the  Senate  floor;  and 
he  proceeded  without  the  cooperation  of  the  bill’s  floor 
manager.  That  his  approach  was  ill-advised  from  the 
standpoint  of  effective  parliamentary  procedure  is  evi- 
denced by  the  amendment’s  lopsided  defeat. 

Prior  to  the  introduction  of  his  amendment,  the  Sen- 
ator's staff  was  counseled  by  anti-chiropractic  forces — 
including  the  AMA — that  he  did  not  have  the  votes. 
Further,  it  was  pointed  out  that  an  overwhelming  de- 
feat of  his  amendment  by  a recorded  vote  would  seri- 
ously hamper  the  Senate  conferees  in  their  efforts  to 
bargain  with  members  of  the  House  in  joint  conference. 

On  several  occasions  in  the  past,  the  Senate  Finance 
Committee  has  added  a similar  chiropractic  provision 
to  a pending  measure.  But  in  each  of  these  cases  the 
Senate  conferees  later  agreed  to  its  deletion  in  joint 
conference  with  the  House.  In  large  part  this  was  made 
possible  because  the  chiropractic  issue  had  not  been 
singled  out  for  separate  vote  on  the  Senate  floor,  and 
thus  did  not  specifically  pin  down  the  Senate  conferees. 

In  the  latest  instance.  Senator  Kennedy  raised  the  is- 
sue singly  and  separately.  Predictably,  his  amendment 
was  roundly  defeated. 

Unfortunately,  the  effect  of  this  was  to  impress  the 
Senate  conferees  with  the  recorded  wishes  of  the  vast 
majority  of  their  colleagues  when  they  sat  in  joint  con- 
ference with  the  representatives  of  the  House.  In  con- 
ference, however,  Rep.  'Wilbur  Mills  was  able  to  modi- 
fy the  Senate  language  so  as  to  require  an  x-ray  deter- 
mination of  subluxation. 

Other  Provisions 

1.  Renal  disease — individuals  under  the  age  of  65, 
covered  by  social  security,  would  be  eligible  for  Medi- 
care if  they  require  hemodialysis  or  renal  transplanta- 
tion. This  is  the  second  instance  in  the  bill  of  extending 
Medicare  to  younger-than-65-people. 


2.  Abusers — providers  determined  to  have  overused 
Medicare  could  have  their  services  under  the  program 
terminated  under  stronger  powers  granted  the  HEW 
Department  against  abusers. 

3.  Black  lung — eliminated  was  a Senate  provision 
that  would  have  extended  Medicare  coverage  to  peo- 
ple receiving  “black  lung”  benefits  under  social  securi- 
ty- 

4.  Publicity — adopted  is  a requirement  that  HEW 
Department  make  public  information  from  a survey  of 
health  facilities  or  organizations  on  the  absence  or  pres- 
ence of  “significant  deficiencies.”  Also  the  government 
must  make  public  evaluations  and  reports  dealing  with 
individual  contractor  performances  of  carriers,  inter- 
mediaries and  staff  agencies  as  well  as  program  valida- 
tion survey  reports  with  names  of  individuals  deleted. 

5.  Joint  Commission — HEW  could  enter  into  agree- 
ments to  have  states  survey  a hospital  or  hospitals  certi- 
fied by  the  Joint  Commission  on  Accreditation  of  Hos- 
pitals on  a limited  basis  where  an  allegation  has  been 
made  that  adverse  health  conditions  exist. 

6.  Eyeglasses,  etc. — rejected  was  a senate  provision 
adding  Medicare  part  B benefits  for  poor  families  the 
costs  of  eyeglasses,  podiatric  services,  dentures  and 
hearing  aids. 

Left  intact  in  the  measure  is  a limitation  on  physi- 
cians’ prevailing  charge  levels  under  Medicare.  Recog- 
nized as  reasonable  are  only  those  charges  which  fall 
within  the  75th  percentile  (a  charge  that  covers  75 
per  cent  of  the  existing  case  charges  for  a procedure  or 
treatment  in  an  area  excluding  the  top  25  per  cent  of 
charges),  a step  that  Social  Security  already  has  carried 
out  administratively.  Starting  next  year,  under  the  bill, 
future  charge  increases  would  be  limited  by  a factor 
which  takes  into  account  increased  costs  of  practice 
and  the  increase  in  earning  levels  in  an  area. 

Stricken  from  the  bill  was  a $900  million  provision 
to  add  drugs  as  an  outpatient  Medicare  benefit,  as  well 
as  a plan  that  would  have  established  an  Inspector 
General  over  Medicaid  and  Medicare  in  the  HEW  De- 
partment. 


HIGHLIGHTS  OF  EXECUTIVE  COMMITTEE  OF  COUNCIL 

November  12,  1972 


AMA  Leadership  Conference:  Recommended  ap- 
propriation to  send  president,  president-elect,  secre- 
tary, chairman  of  communications  committee  and  ex- 
ecutive director  to  Chicago,  Feb.  16-18,  1973  for  na- 
tional meeting  on  setting  of  priorities  by  organized 
medicine. 

Appointments  to  FDA  Panels:  Recommended  sub- 
mission through  AMA  to  FDA — C.  S.  Glisson,  M.D., 
Atlanta  and  A.  E.  Hendee,  M.D.,  Atlanta,  OB-GYN, 
for  panel  on  vaginal  preparations  and  Beverly  Sanders, 
M.D.,  Macon,  Dermatology,  for  panel  on  anti-per- 
spirants. 

Public  Relations:  Recommended  hiring  public  re- 
lations employee  for  MAG. 

GMCF  Report:  ( 1 ) Approved  continued  investiga- 
tion of  establishment  of  HMD  by  a physician  group. 
(2)  Authorized  continued  search  for  financial  sup- 
port to  implement  Felder  resolution.  (3)  Instructed 
staff  to  seek  from  HEW  developmental  funds  for  es- 


tablishing PSRO’s  by  medical  societies  in  the  state. 

EMCRO  Report:  (1)  Approved  investigation  of 
funding  for  health  statistics  system.  (2)  Authorized 
establishing  ad  hoc  committee  on  geriatric  medicine. 
(3)  Recommended  sharing  of  data  with  Georgia  State 
University  as  long  as  anonymity  and  prior  approval 
of  use  of  data  are  included  in  agreement. 

Expansion  of  Office  Space:  Granted  discretionary 
authority  to  executive  director  on  utilization  of  upper 
and  lower  lobby  as  office  space  in  MAG  Headquarters 
Building. 

Marion  Memorial  Hospital:  Received  report  on  com- 
plaint of  hospital  authority  against  a staff  physician. 
Approved  accepting  original  jurisdiction  from  Sumter 
County  Medical  Society  and  referred  to  MAG  Profes- 
sional Conduct  and  Medical  Ethics  Committee. 

HMO  Legislation:  Approved  use  of  basic  guidelines 
on  minimal  requirements  for  HMD’s  with  no  implica- 
tion of  MAG  endorsement  for  HMO  legislation. 
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